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The heart that answers another’s prayer is never empty. Somewhere in your town a little boy 
will kneel and pray tonight. Perhaps he’ll ask for Grandma to get well . . . for his older brother 
to keep out of trouble . . . for Mom and Dad to be happy again. How can you help answer his 
prayers—and the prayers of others in need? By giving the United Way. Your pledge to the 
United Community Campaign is a weapon against fear and loneliness, sickness and trouble. It 


builds a stronger community. It makes you a richer person. GIVE THE UNITED WAY 








Powson Information Center 
1956-1961 


LIKE Professor Higgins of Pygmalion and 
My Fair Lady fame, we have grown accus- 
tomed to her face. It will not be easy to 
get along without her. Oklahoma’s Poison 
Information Center was one of the first to 
be established and we have heard of no 
other that quit. 

Doctor Shoemaker, in semi-retirement 
from his departmental duties, devoted much 
time, effort and thought to the center. Un- 
der him, it developed into what we con- 
sidered an indespensable facility. Perhaps 
his love of the project, and his intense satis- 
faction in the service the center was able to 
give, lead us to take too much for granted. 
Since his death in November, 1960, its con- 
tinued function has depended on the volun- 
tary efforts of Doctors John H. Gogerty, 
Richard W. Payne, H. V. L. Sapper, Robert 
F. Redmond, John A. Blaschke, Dave C. 
Mock, Marilyn Porter, Jacob L. Kay and 
Paul W. Smith. These people have done fine 
unselfish work, but at best it has been a 
make-shift affair, and they would be the 
first to say, not a satisfactory one. Effec- 
tive operation of a Poison Information Cen- 
ter requires the presence of a full-time toxi- 
cologist, a suitably equipped laboratory and 
technical and secretarial help. Money for 
this is not available and our center was 
closed. 

The University Medical Center offers 
many fine services to the physicians and 
people of Oklahoma. No service, however, 
stands out so clearly as did the center with 
a helping hand for any and everybody in 
need of its particular brand of help and with 
no requirement or qualification except the 
need. Every physician, every mother, every 
school nurse, every public health nurse, 
every office nurse, every hospital emergency 
room felt secure in the ability to obtain help 
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when the emergency of poisoning arose. It 
was a fine and generous public service sup- 
plied by the Medical Center. It was a serv- 
ice not obtainable elsewhere within the 
state. The decision to cease operations must 
have been a difficult one for the Medical 
Center and must have been made only after 
exploring every possible means of keeping 
it in operation. 

If a toxicologist is required for the suc- 
cessful and effective operation of a Poison 
Information Center, then every doctor’s of- 
fice and every hospital emergency room, 
which now become little such centers, are 
hopelessly inadequate unless the doctor in- 
volved happens to have a special interest in 
this field. This, few of them do. The rapid 
introduction of new drugs, new cleaning so- 
lutions, new insecticides, new household 
chemicals, new chemicals for doing things 
to women’s hair, new bleaches and new pipe 
unstoppers makes text books on the subject 
obsolete by the time they are published. 

A clue to the problem for each of us may 
be gained from the last nine months experi- 
ence of the center. There were 857 calls; 
417 from doctors, 87 from hospitals and 353 
from patients. They referred, for the most 
part, to the following: internal medicine 
(176), household preparations (156), pesti- 
cides (148), cosmetics (72), plants and seeds 
(54), external medicine (41), petroleum 
products (37), paint and varnishes (33), 
metals (15). 

A committee of the state association is 
looking into the matter, but in the mean- 
while we will have to do the best we can, 
and try to remember that toad stools can’t 
be washed out through a tube but have to 
be vomited. O 


Since the preparation of this editorial, the 


Health Department has been exploring 
means of maintaining the Poison Informa- 
tion Center through its own and available 
consulting facilities. As we go to press this 
appears promising. 
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Point One 


The Board of Trustees met in the head- 
quarter offices of the Oklahoma State Med- 
ical Association on October 22nd. The vari- 
ous items of business are reported in this 
Journal but we wish by this means to call 
attention to the progress and further plan- 
ning for the Point One program. (OSMA’S 
5-Point Program, July Journal.) 

Doctor R. R. Hannas of Sentinel reported 
as the chairman of the Council on Profes- 
sional Education and for the Medical School 
Liaison Committee (Doctor G. E. Stanbro, 
Chairman). It was explained that the in- 
tent is to interest top high school students in 
pursuing medicine as a career and to inform 
them of admission policy and procedure in 
the University of Oklahoma School of Medi- 
cine. It is proposed that a part of this pro- 
gram shall be accomplished through the use 
of physician counselors at the high school 
level. All Trustees were requested to ap- 
point such counselors, preferably at least 


one for each high school 
in the district. The re- 
port of these appoint- 
ments should be in the 
Executive Office not 
later than December 1, 
1961. Counselors so ap- 
pointed will be supplied 
with ample quantities of 
informative material. 
Members of the Board of Trustees are 
urged to make their appointments at the 
earliest convenience and doctors so appoint- 
ed shall be encouraged to publicize the fact 
that this service is available. Regardless of 
appointments as such, it is felt that every 
member of the Oklahoma State Medical As- 
sociation should be able and willing to par- 
ticipate in this program as the occasion 
may arise. Your cooperation is earnestly 
solicited. oO 


President 
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Organic Behavior Disorders in Children* 


PAUL C. BENTON, M.D. 


Our experience indicates that the majority 
of parents whose children have school 
probcems of any kind, first seek help 
from the family physician. Be prepared. 


Many CHILDREN referred for psychi- 
atric care because of behavior disorders, 
neurotic patterns, or as disciplinary prob- 
lems, have underlying mild involvement of 
the central nervous system. These children 
are commonly referred to as “Brain-dam- 
aged” or “Brain-injured.” The central nerv- 
ous system involvement may be due to de- 
velopmental factors, but is more commonly 
thought to be the result of insults to the 
developing brain during the prenatal period, 
the perinatal period, or the post-natal pe- 
riod. The damage may be caused by infec- 
tious processes, toxic factors, anoxia, or ac- 
tual physical trauma during any one of these 
periods. New medical advances save the 
lives of countless children. Many of these 
children, before the age of antibiotics or 
other life saving techniques, would have 


*Presented at the 55th Annual Meeting of the Oklahoma 
State Medical Association, May 17-9, 1961. 
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failed to obtain viability or died from dis- 
eases involving the central nervous system, 
such as meningitis or encephalitis. Some 
of those saved bear the marks of these or- 
deals in the form of cerebral dysfunction. 
In the Standard Nomenclature of Diseases 
and Operations, Diseases of the Psychobi- 
ologic Unit, under Chronic Brain Disorders, 
it states: “The chronic organic brain syn- 
dromes result from relatively permanent, 
more or less irreversible, diffuse impair- 
ment of cerebral tissue function. While the 
underlying pathologic process may partially 
subside, or respond to specific treatment, 
there remains always a certain irreducible 
minimum of brain tissue destruction which 
cannot be reversed, even though the loss of 
function may be almost imperceptible clin- 
ically. The chronic brain syndrome may be- 
come milder, vary in degree, or process, but 
some disturbance of memory, judgment, 
orientation, comprehension and affect per- 
sists permanently.” These symptoms affect 
these children in such a manner that they 
are frequently misunderstood and mislabeled 
problem children. One cannot deny the ex- 
istence of the psychiatric problems, but it is 
important to determine whether their be- 
havior is of a primary functional nature or 
is secondary to cerebral tissue dysfunction. 
The importance of differentiating the pri- 
mary functional behavior problems from the 
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secondary organic behavior disorder lies in 
the fact that the approach to treatment in 
the two disorders varies greatly, and the 
prognosis may be more optimistic in the or- 
ganic disorder than in the functional case. 
In both instances the problems are primarily 
around social adjustment, but there is gen- 
erally a better prognosis for children whose 
psychiatric problems are secondary to or- 
ganic factors than in those children whose 
problems are due to the emotional factors 
alone. Therefore, it is essential to determine 
the presence or absence of organic factors in 
children with behavior problems by a 
thorough evaluation. 

As in any medical condition, a complete 
history is important. The original damage 
may have occurred at any time after con- 
ception, and a careful prenatal history should 
be taken, paying particular attention to ma- 
ternal virus infections, exposure to radia- 
tion, anesthetics, bleeding or spotting, par- 
ticularly during the first trimester, tox- 
emias of pregnancy, maternal metabolic dis-: 
eases, such as diabetes or thyroid conditions, 
and many other conditions that may affect 
the developing central nervous system of 
the embryo or fetus. It has been shown that 
even dietary deficiencies may have a pro- 
found influence. This is of particular im- 
portance these days when most women are 
trying to obtain the measurements of movie 
queens by diet fads. Prematurity, with its 
frequent complications, is one of the major 
causes of cerebral tissue damage. Although 
long, difficult labors and abnormal presen- 
tations may be contributing factors, pre- 
cipitous and even normal vertex deliveries 
may be accompanied by symptomless cere- 
bral hemorrhages. The water hammer ef- 
fects of sudden differences between intra- 
uterine pressure and atmospheric pressure 
may cause perivascular hemorrhages. Studies 
have shown that a large percentage of new- 
borns show blood in the spinal fluid. 

Anoxia and hypoxia also are common 
causes of damage to cerebral tissue. The 
oxygen demands of the brain are notorious- 
ly high, and there are many factors during 
pregnancy or the delivery process that may 
cause marked oxygen deprivation with re- 
sultant permanent after effects. 
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A careful inquiry into the various child- 
hood illnesses and injuries is also important 
in a complete history. It is not uncommon 
for encephalitis to follow or complicate 
measles, mumps, whooping cough and other 
childhood diseases. It is the impression of 
our clinic that earlier brain insults predis- 
pose many of these children to such compli- 
cations. 

As the type of child I am discussing gen- 
erally does not have obvious physical dis- 
abilities and is not intellectually retarded, 
the presenting complaint is usually that he is 
a naughty or difficult child who is quite a 
nuisance at home, in the classroom, and in 
the neighborhood. Characteristically, these 
children have certain clinical manifestations 
which taken individually have little signi- 
ficance. However, a total picture of hyper- 
activity out of proportion to age group, be- 
havior that is poorly integrated, variable 
and often inco-ordinated, distractibility, poor 
concentration, disinhibition, perceptual and 
conceptual difficulties, perseveration and 
often difficulties with fine muscle co-ordi- 
nation, especially activities requiring bi- 
manual actions, should make one consider 
central nervous system dysfunction as an 
underlying basis of the child’s difficulties. 

Let us review these symptoms individual- 
ly. These general behavioral characteristics 
are of diagnostic value only when recognized 
as a symptom complex; only significant 
when considered as a cluster of manifesta- 
tions, of which no individual symptom is 
necessarily of prime importance. 

1. Hyperactivity—constantly in motion: 
This may be purposeful or without purpose. 
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In these children the cortex is flooded by 
streams of unmodulated impulses coming in 
through sensory receptors, which cannot be 
adequately assimilated. This may be due to 
imperceptible injury to and subsequent dys- 
funtion of the diencephalon which faiis to 
adequately filter out stimuli from sensory 
and visceral receptors. 

2. Poorly integrated, variable and in- 
co-ordinated behavior: These children are 
often considered lazy and not trying. Some 
days they do well, other days poorly. They 
may have trouble riding a tricycle or bicycle, 
tying their shoes, buttoning their clothes, 
skipping, jumping rope, playing jacks, etc. 
A wide spread of abilities usually shows up 
in psychologic tests and may be one of the 
causes of school problems. 

3. Distractible: They have difficulty con- 
centrating on any one activity. They cannot 
separate the important from the unimpor- 
tant so all impulses get equal valence. 

4. Perseveration: To persevere is an ad- 
mirable quality in which one pursues a course 
of action until the goal is achieved. In per- 
severation, the children carry the activity be- 
yond their goal. This is more apt to occur 
when they are excited or under pressure. 
They repeat the same action over and over, 
ask the same questions, ete. 

5. Perceptual difficulties: Perception is 
a process of the senses and occurs when an 
object is seen, a sound heard, or something 
is touched, tasted, or smelled, and there is 
some awareness of the experience. 

Children with central nervous system dis- 
orders generally have trouble in co-ordinat- 
ing the parts into wholes and cannot grasp 
a scene or situation in its entirety. They 
may highlight irrelevant details and have 
distorted versions of perceived objects. They 
have difficulty in eye-hand co-ordination and 
it shows up in their reproduction of draw- 
ings, in writing, in organization of paper 
work, reversals of letters, etc. 

6. Conception: Perception is based on 
sensory experiences and conception is the 
resulting intellectual or thinking process— 
putting things together into a meaningful 
whole. There is also conception when ideas 
or memories come to the mind. These chil- 
dren have distorted perception and thus dis- 
torted concepts with resultant confusion, 
particularly in the relationship of time and 
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space and ability to judge distance. 

7. Disinhibition: These children are gen- 
erally uninhibited and do not conform to 
an acceptable pattern of behavior in actions 
or conversation. Judgment is impaired and 
controls are inadequate. They have more dif- 
ficulty than normal children in acquiring 
conscious control over their impulses. Some- 
times when severely frustrated they lose 
complete control and develop violent tan- 
trums. 

All of these factors cause these children to 
have severe emotional problems due to their 
difficulty in interpreting and coping with 
their environment. This results in a great 
deal of anxiety and adds fuel to the fire. 
These children seem impulsive, seem unable 
to tolerate any delay in the gratification of 
their needs, are irritable, explosive, have a 
low frustration tolerance, and demand but 
cannot cope with close personal contacts. 
Their behavior is generally very immature. 
“He is different” exclaim his parents and 
teachers. 

Most mothers have a deep concern about 
their worth and adequacy as women, wives, 
and especially mothers. A child, behaving 
as above, seems to offer clear proof of the 
mother’s unfitness, leading to further ten- 
sion in the mother and increasingly frantic 
efforts to mold the child into more accept- 
able patterns of behavior. In the hyperkin- 
etic infant, a normal amount of mothering 
may be totally inadequate. When this fails, 
the development of unconscious hostility to- 
wards the child, which he returns in kind, 
may set off a train of severe emotional dis- 
turbances. Later in the child’s life, he has 
difficulty in fitting into any scheme of fam- 
ily activity and he is further rejected. 

Needless to say, when he reaches the 
crowded classrooms of today the teacher 
generally becomes hostile toward the child 
who, despite adequate intelligence, cannot 
sit still, cannot keep his mind on his work, 
hardly ever finishes an assigned task, has 
messy and poorly organized paper work, can- 
not grasp abstract ideas and therefore has 
reading and arithmetic learning disabilities, 
and in general is a distracting and disorgan- 
izing influence in any group situation. 

The net result of all this is extreme un- 
happiness, a disturbed self-image and gen- 
erally acting out behavior that brings him 
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to the attention of the physician or psychi- 
atric clinic. 

If these children are seen early enough 
and a diagnosis of “Chronic Brain Syndrome 
with an Overlay of Emotional Problems” is 
established and proper treatment instituted, 
the ultimate prognosis is generally favor- 
able in those children with average or above 
average intellectual potentials. 

Diagnosis is often difficult to establish 
as the general physical examination does not 
reveal specific abnormalities. Even a care- 
ful neurologic evaluation may fall within 
normal limits. However, one has to remem- 
ber that the neurologic examination is a 
crude evaluation of the functioning of the 
central nervous system through presumptive 
and indirect means. It is particularly dif- 
ficult to do a neurologic examination on a 
child. Although positive evidence of brain 
damage is helpful, a negative neurologic ex- 
amination does not rule out mild diffuse 
abnormalities of the central nervous system. 

The electroencephalogram is often helpful 
as a diagnostic aid. Here again, a normal 
E.E.G does not necessarily rule out path- 
ology of the central nervous system. How- 
ever, cerebral dysrhythmias are fairly com- 
mon in this disorder. 

Psychologic tests are frequently very help- 
ful as they bring out the wide variations in 
ability, the perceptual and conceptual dis- 
tortions and impaired judgment of these 
children. 

No one test gives positive evidence. It is 
only by considering the total psychobiologic 
unit that the diagnosis can be established. 
The general behavior is perhaps the prime 
factor in establishing the diagnosis. 

The child with an organically based be- 
havior disorder is operating under a handi- 
cap, but this can be minimized. As matura- 
tion proceeds there seems to be a leveling-off 
process as the cortex develops and takes 
over more control of the diencephalon. The 
hyperkinetic child may become a rather 
placid adult. 

There are several types of medications 
that seem to reduce the flood of impulses to 
the cortex. The amphetamines, both dexe- 
drine and benzedrine, have been known to 
be beneficial for many years. More recent- 
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ly the phenothiazines and other tranquiliz- 
ing drugs have proven helpful. New drugs 
are being explored constantly and there is 
considerable possibility that research will 
see tremendous changes in our treatment 
of this syndrome. 

Medication alone is not sufficient to carry 
these hyperkinetic children through their 
stormy childhood. The course of their ad- 
justment depends upon the acceptance and 
support they receive at home, in school and 
in the community. It takes them longer to 
mature and their need for a prolongation 
of the infantile experience should be recog- 
nized. Interpretation of their problems to 
parents, siblings, and teachers is most help- 
ful in establishing new attitudes that are 
less threatening and anxiety producing. 

Sometimes special education facilities need 
to be utilized until they have overcome some 
of their difficulties or at least learned to 
compensate for them. Experimental schools 
using special education techniques have been 
most encouraging and many of these chil- 
dren have been able to return to regular 
schools after one to three years of special 
training. 


SUMMARY 


A common cause of children’s behavior 
disorders is a mild diffuse organic involve- 
ment of the central nervous system. This 
is characterized by hyperactivity, short at- 
tention span, poor powers of concentration, 
irritability, impulsiveness, variability and 
poor school work with reading and arith- 
metic disabilities. Mild speech disorders and 
strabismus are commonly associated symp- 
toms. The existence of this complex leads to 
many psychologic problems due to the ex- 
tremely irritating effect it has upon parents, 
families, and teachers. Often the history re- 
veals some clear cut organic insult to the 
central nervous system which may have oc- 
curred before birth, during birth or within 
five years after birth. The insult presum- 
ably results in a dysfunction of the dience- 
phalon. This exposes the cortex to unusually 
intense storms of stimuli and interferes with 
the normal functioning of the cortex. This 
situation may in time be overcome by the 
normal maturational process. Pending the 
establishment of a reasonable balance, some 
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medications such as amphetamines, tran- 
quilizers, and other drugs have an ameliorat- 
ing effect. 

Differential diagnosis between the pri- 
mary functional and the secondary organic 
behavior disorders is extremely important 
from a treatment and a prognostic stand- 
point. 

Some community awareness of the fact 
that behavior disturbances and disorders 
may be related to physical illness is neces- 
sary. This means awareness on the part of 
the physicians, teachers, and parents. These 
hyperactive children are difficult to live with 
and their parents are usually overwhelmed 
by the problem. There is too much tendency 
today to contribute all the faults of children’s 
difficulties to inadequate parents. Support- 
ing the parents through the readjustment 
of the child is an essential part of the treat- 
ment. 

Problems involving defect or damage of 
the central nervous system belong in the 
category of multiple-discipline diseases. The 
physician need not feel personally inadequate 
if he does not possess the information neces- 
sary for the management of all aspects of 
the problem. He should not feel threatened 
by an inability to provide an exact etiologic 
diagnosis or by the fact that he cannot of- 
fer a specific cure. Many different disci- 
plines may make contributions to the diag- 
nosis, treatment and management of these 


children. The family physician, familiar with 
the syndrome, may be most helpful in the 
guidance of the family and the overall co- 
ordination of the many phases of manage- 
ment. C] 
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OU Applies for Giant CD Program 


The University of Oklahoma’s Extension Division has 
revealed plans to apply for $1.5 million in Federal funds 
to launch a four-year prototype program of training dis- 


aster health care teams. 


Designed for grass roots training, the project is ex- 
pected to develop a program for teaching civil defense 
health which will be applicable for use by other state uni- 
versities. In addition to training health care teams from 
Oklahoma communities, the overall plans of the proposed 
civil defense study center include professional education 
programs, the production of training aids and films, and 


public education in general. 


The budget request includes tuition, room and board 
for the 3,000 Oklahomans expected to take the health care 
training. Students will be housed and trained at the uni- 
versity’s new multi-million-dollar Kellogg Foundation. 
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Surgery For Endometriosis’ 


JOSEPH H. PRATT, M.D. 


Though the majority of endometrial 
lesions are small, careful and considered 
decisions are required in the young 
woman with symptomatic or extensive 
endometriosis so that unnecessary 
removal of ovaries can be avoided. 


THE TREATMENT of endometriosis is an 
important facet of the work of any surgeon 
performing pelvic operations or even gen- 
eral abdominal operations. Endometriosis 
will be encountered in a large number of 
women, irrespective of the preoperative di- 
agnosis or the indications for laparotomy, 
although certainly it will not be the primary 
reason for operation in more than a small 
number of patients. It can be encountered 
in the most unexpected locations, and it may 
occur at almost any age except in the very 
young. As an incidental finding, endome- 
triosis will generally be of no particular im- 
portance. Small bluish spots may be seen 
on the peritoneum of the cul-de-sac or be- 
hind the uterus; a brownish-red spot may 
be present on the surface of one ovary; there 
may be a moth-eaten, scarred, and puckered 
appearance to the uterosacral ligaments; the 
rectosigmoid may be adherent behind the 
uterus to the back of the cervix and obliter- 
ate the cul-de-sac; or there may be small 
spots on epiploic tags, the tip of the appen- 
dix, or the wall of the sigmoid. When the 
uterus has been removed, the pathologist 
will often identify on routine sections an 
area of adenomyosis in the wall of the uterus 


*Presented at the meeting of the Oklahoma State Medical 
Association, Tulsa, Oklahoma, May 7-9, 1961. 
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or a larger, more discrete nodule that is very 
much like a fibroid and contains hemorrhagic 
areas but no true capsule. 

Estimates of the incidence of endome- 
triosis depend on the interest of the par- 
ticular authors. Although some believe that 
it occurs in as many as 50 per cent of white 
women more than 30 years old who undergo 
laparotomy, it is difficult to arrive at an 
accurate figure. Israel and Woutersz' re- 
ported 307 consecutive cases of pathological- 
ly proven adenomyosis found in a series of 
a little more than 3,000 hysterectomies, or 
an incidence of 10 per cent of the uteri re- 
moved. The preoperative diagnosis was sug- 
gested in only eight cases (2.6 per cent) in 
the entire group with endometriosis. (The 
chief indications for surgery, which were 
often multiple, were abnormal uterine bleed- 
ing, in 67.7 per cent; leiomyoma, in 62.4 
per cent; prolapse of the uterus, in 28.2 per 
cent; and carcinoma of the endometrium, 
in 5.8 per cent.) Unlike external endome- 
triosis, adenomyosis seems to be more fre- 
quent in multiparous patients, and it cer- 
tainly is not clinically associated with steril- 
ity or low fertility rates as is endometriosis. 
When localized tumors of adenomyosis are 
encountered, they should be treated as 
though they were fibroids and shelled out 
of the uterine wall. The surgeon need only 
be alert to the fact that the adenomyoma 
does not have a discrete capsule or boundary, 
and therefore in the excision of such a tumor 
he must show a degree of restraint in the 
amount of tissue he removes. The prog- 
nosis, of course, is excellent from the stand- 
point of a possible pregnancy, but caution 
must be used with respect to the possible 
development of another adenomyoma. Aden- 
omyomas are not necessarily small, and large 
tumors or cystic degeneration in a tumor 
may occasionally confound the surgeon; 
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cystic lesions measuring 15 to 20 cm. in di- 
ameter have been reported. The large tumors 
arise from the uterus, but their appearance 
is so unlike that of the ordinary adenomyoma 
that the diagnosis is generally missed by the 
surgeon both preoperatively and at the op- 
erating table; it is established only when the 
pathologist examines the tissues microscop- 
ically. 

A somewhat different situation exists 
when the adenomyosis is diffuse and is caus- 
ing generalized enlargement of the uterine 
wall. The uterus is symmetrically enlarged 
and firm, and usually the patient has a his- 
tory of menorrhagia and dysmenorrhea. 
The treatment, if the patient’s family will 
listen to reason, is total abdominal hysterec- 
tomy with preservation of ovarian tissue. 
The cut surface of the thickened wall has 
a leiomyomatous appearance, with small 
hemorrhagic areas and no distinct limitation 
of the process; comparison of this appear- 
ance with the relatively normal appearance 
of the endometrium makes the gross diag- 
nosis an easy one. Fortunately, although ex- 
ternal endometriosis is important in the 20’s 
and 30’s, adenomyosis reaches its peak inci- 
dence at 45 years, when the loss of the uterus 
is no problem and may even be a blessing. 

We use the term “adenomyosis” when we 
refer to the presence of small areas of endo- 
metrial glands and stroma in the myome- 
trium; we speak of “adenomyoma” when 
this tissue occurs in the rectovaginal septum, 
in wall of the rectum, or even posteriorly 
behind the rectum in the hollow of the 
sacrum. The last-named site of involvement 
is so uncommon that unless there is a pro- 
nounced association of rectal pain with the 
menses or increased tenderness in the nodule 
during or just before menstruation, the di- 
agnosis is liable to be overlooked. The treat- 
ment of such abnormal hard lesions is ex- 
cision. Malignant disease must be considered 
in the differential diagnosis, and an alert 
pathologist, using frozen sections, can be of 
invaluable assistance to the surgeon in mak- 
ing the diagnosis. Excision may be difficult 
because of the location of the adenomyoma 
deep in the pelvis. Very likely the lesion will 
involve the wall of the bowel, but since it is 
benign, radical resection of the bowel is not 
required, segmental resection or removal of 
part of the intestinal wall sufficing. The 


JOURNAL / NOVEMBER 1961 / VOLUME 54 


continuity of the bowel can be re-established 
and there will, of course, be no reason to 
extirpate the uterus or ovaries. 

External endometriosis, or simply endo- 
metriosis, is actually much more important 
to the surgeon than the occasional case of 
adenomyosis. It may occur in a woman 25 
to 40 years old, causing dysmenorrhea of an 
acquired (as opposed to the primary) type, 
and its course is often progressive. Menor- 
rhagia is common and metrorrhagia is not 
infrequent; the menses tend to be irregular 
in timing. There may be dyspareunia and 
pelvic discomfort after coitus. The bowel 
habits are subject to change: constipation is 
common, and painful defecation is quite 
characteristic when it is associated with the 
menses. 

The physical findings may be extremely 
variable. If tender, taut, nodular uterosacral 
ligaments are palpable, the diagnosis be- 
comes evident. More often, palpation only 
reveals some nodularity at the peritoneal 
reflexion behind the uterus. The uterus may 
be retroflexed and relatively sensitive to 
pressure, and one or both ovaries may be 
fixed and enlarged. These patients usually 
have a poor record of fertility, and a his- 
tory of sterility or only one pregnancy is 
common. If the diagnosis is definite and 
the symptoms are minimal, no surgical treat- 
ment is indicated at the moment. 

If the symptoms become more severe, and 
especially if the woman is losing time from 
work and has begun to use codeine or strong- 
er analgesics, the decision must be made re- 
garding the value of surgical treatment for 
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such a patient. Without question, if the 
pelvis is cleaned out and all ovarian tissue 
is extirpated, the symptoms due to endome- 
triosis will subside; however, the woman 
will have been left in the change of life. In 
the older patient of 38 to 40 years or more, 
this is not too serious, because the ovaries 
would have had relatively few years of ac- 
tivity left. But in a young woman in her 
20’s, especially one with only one child or no 
children at all, careful, critical, and experi- 
enced judgment is needed to decide how best 
to attack the problem. 

When the symptoms are out of proportion 
to the physical findings and the examining 
physician can demonstrate few objective 
signs, long trials of medical treatment and 
procrastination are definitely indicated, in 
the hope that a pregnancy will intervene, 
that control may be achieved by medical 
measures, or that a more definitive diag- 
nosis will be made. If there is no relief, ex- 
ploration may be necessary, both to make a 
more accurate diagnosis and, at the same 
time, to carry out such measures as seem 
indicated. The patient and her family should 
be informed about the more likely situations 
and should have an idea of the possible ex- 
tent of the operation. The surgical picture 
of endometrial lesions is a variable one, 
ranging from the presence of large bilateral 
ovarian endometriomas, with considerable 
adherence to the colon, to small, bluish nod- 
ules and tiny cysts on the uterosacral liga- 
ments. When the region of involvement is 
not extensive, the nodules should be elimi- 
nated by excision or cautery. If there has 
been any suggestion of adenomyosis or if the 
lesions are mainly on the back of the uterus 
or on the uterosacral ligaments, a presacral 
neurectomy is an excellent adjuvant to the 
simple excision of the endometrial lesions. 
If ovarian endometriosis is present, the le- 
sions should be shaved off and the bleeding 
controlled with atraumatic sutures. When 
ovarian endometriomas are present, it may 
be necessary to sacrifice one ovary if the re- 
maining ovary seems free from disease. Even 
with bilateral endometriomas, every effort 
should be made to preserve ovarian tissue in 
the young woman who is infertile. In spite 
of their appearance and although they may 


588 


be adherent, these endometriomas can be 
rimmed with a sharp knife, the lesion can 
be shelled out, and varying amounts of 
ovarian tissue—50 per cent and more—can 
be salvaged and should function and stimu- 
late the uterus to normal activity. A surpris- 
ing number of patients with minimal re- 
maining ovarian tissue will become pregnant 
and bear children. 

In the patient who wants only conserva- 
tive surgical treatment but in whom the pel- 
vic endometriosis is extensive, with recto- 
sigmoid adherent to the cervix and endo- 
metrial lesions present in the ovaries, back 
of the uterus, and elsewhere, there is still a 
possibility of controlling the disease tem- 
porarily. The uterus should be freed from 
the cul-de-sac and bowel and swung forward 
to expose the ovaries and sigmoid (figure 
1). All sites of endometriosis that can be 
excised should be extirpated, including le- 
sions of the ovaries. The bleeding should 
be controlled and the raw surfaces covered 
with atraumatic sutures (figure 2). When 
it occurs on the back of the cervix, a certain 





Figure 1. Extensive endometriosis of ovary, uterus, 
broad ligament, uterosacral ligament, and rectosigmoid. 
Reproduced with permission from: Masson, J. C.: 





Surgical Significance of Endometriosis. Ann. Surg., 


102: 819-833 (Nov.) 1935. | 
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Figure 2. Salpingo-oophorectomy; excision areas of 
endometriosis; local coverage of raw surfaces where 
feasible; partial suspension of uterus with round liga- 
ment; suture of remaining ovary to pelvic rim to pre- 
vent adhesions. Letters indicate plan of covering raw 
area, with a to be sutured to a’, b to b,, and so on. 


amount of endometriosis can be shaved off, 
but little can be done with the areas on the 
wall of the sigmoid. The critical problem 
is how the raw areas can be covered and 
the uterus and ovaries prevented from be- 
coming adherent again. Any areas that can 
be covered with peritoneum or epiploic tags 
should be so treated. The anterior leaf of 
the broad ligaments and the round ligaments 
are usually not involved in the endometriosis, 
and it is frequently possible to break through 
the broad ligaments beneath the utero-ovar- 
ian vessels, dividing peritoneum near the 
tube and leaving all peritoneum attached to 
the round ligament. One or both round liga- 
ments can be drawn beneath the utero-ovar- 
ian vessels to the back of the uterus; the 
loop of the round ligament is spread out to 
cover the raw surfaces of cul-de-sac, cervix, 
and even anterior sigmoid. The ovaries must 
be held on the pelvic brim with sutures to 
prevent them from becoming adherent in the 
region of the cul-de-sac, and any openings 
in the broad ligament should be carefully 
closed to avoid hernial openings. The uterus 
is held forward and upward by the round 
ligaments behind the fundus. This should 
not interfere with pregnancy if one takes 
place (figure 3). 

In patients who have sufficient symptoms 
to necessitate operative measures but whom, 
because they are in their late 20’s or 30’s, 
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the surgeon is reluctant to castrate, there is 
a good possibility of achieving symptomatic 
relief by removing the uterus alone, with 
preservation of one or both ovaries. When 
an endometrioma has to be resected from 
an ovary, if one-half or two-thirds of the 
ovary can be reconstructed, it will continue 
to function well and prevent menopausal dis- 
turbances. With the uterus removed, any 
small regions of endometriosis that remain 
do not seem to cause the trouble they did 
while the uterus was present. Of course, the 
external cyclic menstrual flow will be ab- 
sent, so that the patient loses her conditioned 
expectation of pain, which is undoubtedly a 
major factor in her relief. Although the 
symptoms may continue or an endometrioma 
may again develop and necessitate a further 
operative procedure, this is a calculated risk ; 
however, it is not an excessive risk when 
balanced against the beneficial effects of 
continuing ovarian function over a period of 
several years. 

In the patient in her late 30’s and 40’s, the 
chief consideration for the surgeon should 
be the relief of pain. Of course, if there have 
been no complaints and the endometriosis 
is an incidental finding at laparotomy, then 
little need be done other than to excise what 
obvious areas can be easily removed from 
the ovaries. Symptomatic endometriosis, 
with dysmenorrhea, dyspareunia, painful de- 
fecation, and menometrorrhagia, requires a 
more definitive approach, and in general the 
surgeon must be ready to clean out the pelvis 
and reduce as much as possible the likelihood 
that a second operation will become neces- 
sary. It is a distressing fact that in many 
of these patients the objective findings in 
the pelvis at laparotomy do not correlate 
well with either the symptomatology or the 
results of the physical examination. There- 
fore, the minimal operative procedure must 
be determined in discussions with the pa- 
tient and her family before operation, leav- 
ing the removal of additional tissue and or- 
gans to the surgeon’s discretion. Since in 
the older patients the desire for further 
pregnancies is not a factor, and since hyster- 
ectomy offers the greatest chance for relief, 
this matter should be decided on before ex- 
ploration. Too many patients have under- 
gone laparotomy and, because the pelvic or- 
gans proved unremarkable, had no more de- 
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finitive procedure than the lysis of adhes- 
ions, only to have to undergo a second op- 
eration a few months later because of the 
continuation of symptoms. 

Operations are occasionally necessary for 
endometriosis that is not causing pain or 
bleeding. Some endometrial lesions arise in 
an ovary and gradually grow to considerable 
size, giving few symptoms although on ex- 
amination a large, tender ovarian mass is 
present. These tumors should be explored 
under two circumstances. The first is in the 
patient with an infertility problem and a 
persistently enlarged and possibly tender 
ovary. Exploration may show no other stig- 
mata of endometriosis, but if the ovarian 
lesion is an endometrioma, the treatment is 
enucleation of the cyst, with preservation of 
the normal ovarian tissue. It is surprising 
how well a cyst, even one six to eight cm. in 
diameter, can be excised by rimming around 
the base and peeling out the lining. Arterial 
bleeders in the hilus should be ligated, and 
the ovary can then be reconstructed with 
atraumatic sutures. The endometrioma, 
which is always thin-walled and usually ad- 
herent, almost invariably ruptures while be- 
ing mobilized or removed. The contents are 
a dark-brown, thick, mucoid liquid and in- 





Figure 3. 
leaf of broad ligament along with round ligament to 
cover raw areas and suspend uterus. 


Utilization of peritoneum from anterior 
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spissated bits of tissue. However, neither 
.the rupture of the cyst nor the contamination 
of the pelvis by the contents should in any 
way influence the surgeon’s decision as to 
what surgical procedure is necessary. The 
material is only broken-down blood and cell- 
ular debris, and the likelihood of implanta- 
tion by any viable cells is extremely small. 

The second situation in which a symptom- 
less endometrioma requires exploration is in 
the patient old enough so that the presence 
of a malignant cyst is a distinct possibility. 
Such patients are generally more than 35 
years old, and thus the problem of infertility 
has usually been settled. The surgeon there- 
fore has much greater freedom to simply 
remove the ovary and cyst together, using 
his own judgment regarding salvage of the 
other pevlic viscera. Again, spillage of the 
contents of the cyst is no problem except 
that the older the patient the greater the 
possibility that there is an endometrial car- 
cinoma arising in the lining of the cyst; 
multiple microscopic sections should be made 
from typical areas in all such cases. If a 
malignant lesion is present, total abdominal 
hysterectomy and bilateral salpingo oophor- 
ectomy is indicated. 

Endometriosis involves the rectosigmoid 
or sigmoid in a significant percentage of 
cases when the lesion is at all extensive. 
There may be only a few bluish spots on the 
wall of the bowel or on epiploic tags, or the 
bowel may be adherent in all degrees behind 
the cervix or even up the entire posterior 
wall of the uterus. In the latter cases hys- 
terectomy is generally necessary, and the 
surgical problem revolves about the separa- 
tion of bowel from uterus without entering 
the lumen of the bowel. Sharp dissection 
often is necessary but is extremely tricky; 
when possible, the uterus should be grasped 
in the hand with the end or side of the 
thumb on the posterior wall against the ad- 
herent bowel. A steady pull on the uterus 
to elevate it and at the same time a squeez- 
ing pressure to work the thumb down the 
posterior wall will often reveal the cleavage 
plane better and more safely than sharp dis- 
section. When the two organs are separated, 
hysterectomy and oophorectomy can readily 
be carried out. The raw surfaces on the 
rectosigmoid and sigmoid should be covered 
by suturing peritoneum or epiploic tags or 
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by bringing the sigmoid forward to the back 
of the vaginal vault and the back of the 
bladder ; this will leave clean peritoneal sur- 
faces and cause minimal formation of ad- 
hesions. 

In the woman for whom the surgeon 
wishes to preserve ovarian function and pos- 
sibly the uterus as well, the involvement 
of the bowel with endometriosis is a real 
problem. However, it is surprising how few 
true cases of intestinal obstruction are due 
to endometriosis. McGuff,’ in reviewing the 
literature in 1946, found only 40 cases of 
obstruction and added 17 from the files of 
the Mayo Clinic. In most instances the 
symptoms due to endometriosis could be 
elicited only by considerable questioning; 
the chief complaints were due to me- 
chanical obstruction. The diagnosis was 
made preoperatively in seven of 17 patients 
from the clinic, and in 12 of these patients 
resection of the bowel was necessary. The 
ovaries were sacrificed in all but two cases. 
The differential diagnosis between the en- 
dometrial lesion and cancer of the sigmoid 
is generally possible since the endometrial 
lesions begins on the external surface of the 
bowel and involves the mucosa late and min- 
imally. Cancer of the bowel starts in the 
mucosa and usually is diagnosable on procto- 
scopic examination or x-ray of the colon; it 
grows outward, involving peritoneum at a 
later stage. 

If there has been no constriction of the 
lumen of the bowel, it is generally safe to 
leave ovarian tissue behind, but when the 
caliber of the bowel is decreased, bilateral 
oophorectomy must be considered in order 
to stop the disease process. Constrictions of 
50 per cent or even more will relax following 
oophorectomy, or they will give no further 
symptoms, and resection of the bowel will 
therefore not be necessary. 

In patients who hope for another preg- 
nancy or in whom the salvage of ovarian 
tissue is desirable, the surgeon must make 
the decision whether to perform local re- 
section of the involved region of the colon. 
In two of the 17 cases reported by McGuff,’ 
resection was done, with preservation of the 
ovarian and uterine tissues. With the anti- 
biotics available today plus good preparation 
of the bowel, accurate anastomosis in two 
or three layers involves minimal risk, and 
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even a proximal colostomy is seldom neces- 
sary. In several cases in the past year such 
an operation has been carried out and has 
been well tolerated. Ingalls’ reported a se- 
ries of 11 such cases at the meeting of the 
Minneapolis Surgical Society in 1960. 

Endometriomas that require bowel sur- 
gery are generally palpable, and therefore 
the surgeon should have ample warning that 
a resection may be indicated. The lesion of 
the bowel tends to occur as a localized endo- 
metrioma rather than as widespread disease 
throughout the pelvis; thus, trauma, bleed- 
ing, and oozing are minimal. Administra- 
tion of antibiotics should be continued in the 
postoperative period and fluids and solids 
by mouth withheld for two or three days, but 
with an uncomplicated convalescence, the 
hospitalization should average no more than 
about 10 to 11 days. 

Endometriosis can occur also in other re- 
gions, such as in scars, in the vaginal wall, 
or in the umbilicus, but these are seldom 
problem cases for the surgeon, and relief 
of symptoms follows excision of the nodules. 


SUMMARY 


The possibility and desirability of excision 
of ovarian endometriosis in young women, 
with preservation of ovarian tissue, have 
been emphasized. In older patients hyster- 
ectomy and bilateral salpingo-oophorectomy 
is indicated for the relief of symptomatic 
endometriosis. 

Resection of localized endometriomas ob- 
structing the rectosigmoid, with preserva- 
tion of ovaries and uterus, should be consid- 
ered in young patients desiring further 
pregnancies. Localized adenomyomas in the 
uterine wall should be treated by local ex- 
cision, but diffuse adenomyosis generally re- 
quires total abdominal hysterectomy. For- 
tunately it tends to occur in older patients in 
whom the loss of the uterus is relatively un- 
important. ma 
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Scrotal placement of testicle 

without tension, by relative elongation 

of spermatic vessels avoiding vessel injury 
and dissection within the cord is described. 
This is the only reliab:e method. 


Mucu HAS BEEN written in the last 
decade relative to this problem. Trends are 
becoming evident in both the medical and the 
surgical management. The great confusion 
of the past is being eliminated. 


MEDICAL TREATMENT 


Accurate diagnosis is primary in the man- 
agement of any condition. Careful and re- 
peated examinations of children presenting 
cryptorchidism are particularly necessary to 
exclude alternating cryptorchism, ectopic 
testis, or hypoplasia of the testis and cord. 
Visits and examinations on different days 
allow the child to overcome his alarm, and 
the doctor to develop rapport with the pa- 
tient. Thus, cremaster retraction of the tes- 
ticle due to fear is eliminated. The physical 
survey should be done in the usual manner, 
but in addition it is wise to examine the boy 


*Presented by Doctor Prentiss at the 55th Annual Meeting of 
the Oklahoma State Medical Association, May 17-9, 1961. 

From the Department of Urology, San Diego County Hospital, 
San Diego, California. 
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when his thighs are flexed on the abdomen; 
this manoeuvre will often produce a testicle 
in the scrotum hitherto undiscovered. Pal- 
pation of the inguinal area with the boy ina 
standing position and the physician behind 
the child is fruitful in discovering the tes- 
ticle. 

During the visits for search of the missing 
testicle, the parents are instructed in phys- 
ical examination. This permits the parents 
to make observations of the happy child at 
home. The parents are advised to examine 
the child when he is relaxed in a warm tub. 
Such multiple observations will eliminate 
the error of endocrine or surgical treatment 
for the alternating cryptorchid. 

The several visits of the child and parents 
to the doctor’s office permit indoctrination 
of the parents. They are informed relative 
to the reasons for the undescended testicle, 
the mechanism of descent, possible absence 
or hypoplasia of the testicle, possible short 
spermatic vessels, and the probable presence 
of a hernia. The chances of a success in 
transplantation of the unpalpated testicle 
are discussed. The possible management in 
the case of bilaterally absent testicles is ex- 
plained, should medical and surgical treat- 
ment fail to find normal testicles. 

We think that no treatment of any type is 
indicated under the age of three years. Pos- 
sible exceptions are pain in the inguinal area, 
torsion of the inguinal testicle, and a trouble- 
some hernia. In general, action should be 
considered in the fourth or, at the latest, the 
fifth year of life. Treatment with anterior 
pituitary-like hormones is offered to the par- 
ents of the child, but it is not urged. It is 
explained to the parents that chorionic 
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gonadotropins will increase the size of the 
genitalia, enlarge the cord structures, and 
perhaps improve the blood supply, but that 
descent of the testicle should be hoped for 
but not expected. If the testicle does not 
appear, surgical transplantation is advised in 
the fifth and not later than the sixth year. 

Occasionally, in hypogenitalism with un- 
descended testicle, enlargement of the geni- 
talia does not occur with gonadotropins. 
Under such conditions, it may be desirable 
to use injections of testosterone propionate 
to induce genital growth. If subsequent in- 
vestigation reveals bilateral agenesis or hy- 
poplasia, maintenance doses of testosterone 
become necessary at puberty. In such cases, 
testosterone pellet implantation with a 
Kearns needle is advised. Testosterone does 
not promote descent of the testicle. 

We employ chorionic gonadotropins (An- 
tuitrin-S or Follutein) in doses of 300-500 
international units, given intramuscularly 
two or three times a week, for a total of 
3,600-9,000 international units in each of a 
maximum of two courses. The smaller dose 
is for the younger or small patients, while 
the larger is used for older boys or for those 
with bilateral cryptorchism and/or hypo- 
genitalism. Some physicians use much larger 
doses. When it is indicated, testosterone pro- 
pionate is used in doses of 25-50 milligrams, 
given intramuscularly twice weekly. With 
either of these hormones, careful watch for 
signs of precocious puberty or other side 
effects is necessary. 

Certain special problems may arise in bi- 
lateral cryptorchidism. Hypogenitalism may 
be severe. Various degrees of the Froehlich 
syndrome may be present. True or pseudo- 
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hermaphroditism may obscure the picture. 
These conditions require special hormonal 
studies and urologic examinations. 

In the past, some have advocated the Bal- 
lenger suction treatment for cryptochism. 
We suspect that its success has occurred 
chiefly in the alternating type of undescend- 
ed testicle. In any case, it has proven un- 
satisfactory in most hands, and is usually an 
unhappy experience for the child and the 
parents. We do not recommend it. 


SURGICAL TREATMENT 


Orchiopexy is indicated in bilateral or uni- 
lateral absence of the testis before puberty. 
The optimum time for the operation is in the 
fifth or sixth year of life. Operation may be 
needed earlier, for reasons of a troublesome 
hernia, pain in the area, or torsion of the 
undescended testicle. After puberty, trans- 
plantation of the testicle would be for cos- 
metic reasons only. At any time, exploration 
for undescended testicle may be indicated 
to establish the presence or absence of a 
gonad in the pelvis or inguinal area; to 
prove hypoplasia; or to repair a hernia. 
However, the casually-found undescended 
testicle in adults is better left alone. The 
possibility of a future malignant condition 
developing in the undescended testicle should 
never be a primary indication for operation. 
If one should use this as a primary indica- 
tion, if consistency is maintained, the sur- 
geon should be prepared to explore the peri- 
toneum and retroperitoneum to the level of 
the renal hilum should the testicle not be 
found in the inguinal or pelvic area. Such 
a procedure would carry greater risk than 
the possible danger of a future malignancy 
in a testicle which might not even be present. 

The ultimate reason for and the aim of 
the surgical technique of orchiopexy is to 
place a viable testicle in the scrotum, with- 
out tension and with a good blood supply and 
intact vas deferens. It should be placed there 
early enough in life to assure the best pos- 
sible chance for active spermatogenesis to 
develop after puberty. There are six prime 
surgical anatomic points involved in the 
achievement of this aim. These are: (1) 
the frontal and sagittal spermatic surgical 
triangles; (2) the retroperitoneal space; (3) 
the lateral spermatic ligament; (4) the floor 
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of the inguinal canal; (5) the inferior epi- 
gastric vessels; and (6) the dartos of the 
scrotum. Elsewhere, we have described and 
proven these anatomic points in detail. 

From the frontal view, the spermatic ves- 
sels course obliquely downward and lateral- 
ly from the renal area, to exit through the 
internal inguinal ring. From the same view, 
they then course medially and inferiorly to 
the external ring (figure 1A). When viewed 
from the sagittal plane, proximal to the in- 
ternal ring the vessels angulate anteriorly 
and then course postero-inferiorly in the in- 
guinal canal (figure 1B). 

Throughout their course, the vessels are 
enveloped in the transversalis fascia. This 
fascia forms Gerota’s fascia above, and be- 
low condenses to enclose the spermatic ves- 
sels and the ureter, forming the lateral sper- 
matic ligament. This ligament attaches the 
vessels to the lateral abdominal wall. This 
structure is revealed only by separation of 
the spermatic vessels from the posterior 
peritoneum (figure 3). 

Thus, the normal course of the spermatic 
vessels describes two chief triangles. When 
viewed from the front, the vessels’ course en- 
compasses two sides of a triangle from ori- 
gin to the internal ring, and to the external 
ring. The third side extends from the origin 
to the external ring. Elimination of the two 
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lateral sides will gain relative increase in 
length for the spermatic vessels. The area 
encompassed by the course of the spermatic 
vessels is named the frontal spermatic sur- 
gical triangle (figure 2A). 

From the sagittal view, the vessels travel 
anteriorly from origin to the internal ring, 
and then postero-inferiorly to the external 
ring. The third side extends from the origin 
to the external inguinal ring. Dissection dis- 
places the vessels posteriorly and eliminates 
this indirect pathway, gaining relative in- 
crease in length of the spermatic vessels. 
This area encompassed by the course of the 
vessels is called the sagittal spermatic sur- 
gical triangle (figure 2B). 

Development of the retroperitoneal space 
is facilitated by division of the floor of the 
inguinal canal and the deep epigastric ves- 
sels in this area (figure 4). In the develop- 
ment of the retroperitoneal space, the sper- 
matic vessels are separated from the peri- 
toneum, revealing the lateral spermatic liga- 
ment. The complete dissection eliminates 
tortuosity of the vessels, and allows division 
of the lateral spermatic ligament (figure 5) 
and the displacement of the spermatic ves- 
sels medially, permitting exit directly from 
the external ring. The relative increase in 
length of the spermatic vessels is thus ob- 
tained (figure 6). 

The steps in technique are dictated by 
these anatomic surgical principles. As in all 

surgical procedures, 

adequate exposure is 

important. A  com- 
iI plete inguinal incis- 
ion, with division of 
the floor of the in- 
guinal canal and de- 
velopment cf the ret- 
roperitoneum, allows 
complete visualization 
of the spermatic vas- 
cular system. Any at- 
tempt to lengthen the 
spermatic cord with- 
out this places the 
surgeon at the disad- 
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Figure 1B 

Figure 1. A. General anatomy of spermatic vascular system in frontal view. 
Left testis undescended. B. Course of spermatic vessels in sagittal view. Insert: 
Sagittal triangle superimposed. 








vantage of not having 
control of the whole 
problem: 

The chief steps in 
the technique are: 


y er 


st 


Figure 1A 
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Figure 2. A. Frontal spermatic triangle superimposed on course of left spermatic vessels. B. Sagittal 
Triangle. Conversion of B and C to A in both triangles demonstrates relative length gain. 
Figure 3. Retroperitoneum in frontal view. Spermatic vessels enveloped by transversalis fascia. In- 


sert: Same in lateral view. 


1) Skin incision from the anterior su- 
perior spine of the ilium to the entrance 
of the scrotum; external oblique fascia 
completely opened. 

2) Division of the internal oblique muscle 
lateral to the internal ring. 

3) Dissection of cord, if present, from 
above downward, preserving the ilio- 
inguinal nerve. 

4) Reflection of the peritoneum from the 
posterior surface of the floor of the 
inguinal canal. 

5) Division of the transversalis fascia and 
inferior epigastric vessels in the floor 
of the inguinal canal. 

6) Development of the retroperitoneal 
space, to the kidneys if necessary. 

7) Separation of the hernia sac and pos- 
terior peritoneum from the spermatic 
vessels and vas deferens by elevation 
of the peritoneum with saline solution. 

8) Closure of the hernia sac. 

9) Development and division of the lateral 
spermatic ligament, permitting medial 
and posterior displacement of the sper- 
matic vessels, eliminating the two sides 
of the surgical triangles. 

10) Occasionally, dissection of the vas de- 
ferens to the seminal vesicle is neces- 
sary. 

11) Division of the dartos of the scrotum 
to eliminate contractility, allow low 
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fixation, and increase the size of the 
scrotum. 

12) Placement of the testicle in the scrotum 
through the external ring only; fixa- 
tion in the scrotum by suture through 
the skin attached to a rubber band. 

13) Repair of the abdominal wall in layers, 
eliminating the internal ring complete- 
ly. 

14) Avoid endangering the blood supply by 
dissection within the cord itself. 

15) The operation is impossible without 
long retractors of the Deaver type and 
long hemostats. 

If the surgical anatomic principles and 
techniques, as defined, are applied properly, 
the testicle should be in the depths of the 
scrotum without tension, and without injur- 
ing the blood supply. If the testicle is not 
in the scrotum, then nature has not made 
the blood vessels long enough. 

There are other techniques than ours. The 
Bevan method is the most commonly used. 
This relies on elongation of the spermatic 
cord through dissection primarily in the in- 
guinal canal, and by dissection within the 
cord itself to eliminate so-called “adhesions.” 
It fails to take advantage of the shortest- 
distance-between-two-points principle. It in- 
jures the blood supply. It does not get ade- 
quate length. We mention it only to con- 
demn it. 
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The Torek is another popular method, 
which really admits defeat if it is necessary 
at all. If one follows the retroperitoneal dis- 
section as outlined above, there is no need to 
place a testicle under tension by thigh fascial 
fixation. If the dissection is inadequate, 
then, of course, the testicle can be held down 
only with tension such as in fascial fixation. 
Such a situation will produce ischemic 
atrophy in many testicles. However, the 
Torek principle is indicated to increase the 
size of the scrotum, when this is necessary. 

Certain special situations may arise. Rou- 
tine exploration may reveal no testicle. In 
this situation, the retroperitoneum should be 
explored thoroughly to the brim of the true 
pelvis or above. One should look for the vas 
deferens, since it must traverse the true 
pelvis regardless of the location of the tes- 
ticle. If the vas is found, the testicle will 
be close by, or will be absent or hypoplastic. 
However, rarely a testicle may be present 
without a vas deferens. If pelvic explora- 
tion is unproductive, the peritoneum should 
be opened adequately to explore on both 
sides of the colon to the renal level. If no 
evidence of a testicle is found, the explora- 
tion should go no further. 
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If no testicle is found, the placement of 
.a previously-prepared prosthesis should be 
considered. We recommend polyethylene as 
the best substance for artificial testicle man- 
ufacture. Any machinist can lathe and 
polish to specification. 

If a patient is known to have a single testis 
and this is impossible of scrotal transplant, 
it had better be left in the canal or abdomen, 
since endogenous testosterone is more ad- 
vantageous for the patient than is elimina- 
tion of the risk of cancer. 

If the boy has one adequate scrotal testicle 
and its mate is impossible of scrotal trans- 
plant, it had best be removed. This is ad- 
vised because a canal location could well be 
painful and subject to injury, and would not 
be spermatogenic. Some, however, would 
tend to leave this testicle in the canal. If it 
could only be left in the abdomen, it certain- 
ly should be removed. Those subscribing 
completely to the theory of the increased 
danger of future malignancy will always re- 
move abdominal and inguinal testes. 

Surgical transplantation of the testicle by 
our method, as described, has given us uni- 
formly good results. There has been no in- 
cidence of direct or indirect hernia after our 
type of dissection. Our method of dissection 
should give an average increase in length of 
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Figure 4 Figure 5 Figure 6 


Figure 4. A. Inguinal canal showing posterior wall (transversalis fascia) and deep epigastric vessels. 
B. Same after division of epigastric vessels and floor of canal. 


Figure 5. Medial displacement of vessels permitted by division of lateral spermatic ligament. Insert: 


Incision may be carried to kidney if necessary. 


Figure 6. View of retroperitoneum demostrating direct course of vessels to scrotal testis after retro- 


peritoneal dissection. 
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the spermatic cord of 6.5 centimeters. If ex- 
tensive dissection of the vas deferens is done 
as well, an additional 2.5 centimeters of 
length will be obtained. This is four times 
the length obtained by the routine classical 
dissection confined to the inguinal canal. 


SUMMARY 


We think that undescended testicle should 
always receive treatment. Medical treat- 
ment involves mainly proper examinations 
and diagnosis, with indoctrination of the 
parents. Hormone treatment may help in- 
directly in the subsequent surgical correction 
of the problem. However, hormone treat- 
ment should not be expected to be of value 
in the promotion of the descent of the tes- 
ticle in any but a few. Treatment, both med- 
ically and surgically, should begin sometime 
between the third and fifth year, and never 
later than the sixth year. Our technique of 
adequate incision and wide retroperitoneal 
dissection with displacement of the cord me- 
dially, eliminating the sides of the spermatic 
surgical triangles and lateral spermatic liga- 
ment, permits scrotal transplantation with- 
out tension and without injury to the blood 
supply or vas deferens of the testicle. CO 
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Chemotherapy in Tuberculosis 


“T have a recent report by Doctor William S. Middleton, 
medical director of the Veterans Administration, that the 
VA has closed down 11 tuberculosis hospitals in ten years. 
In 1950 there were 21 hospitals with 15,690 beds. Today 


there are only ten TB hospitals with 9,037 beds. 


; «= Pe 


institutions for tubercular veterans maintained by tax- 
payers have been cut by more than 50 per cent, with all 
that means in savings to all of us. And the primary reason 
for this decline in the cost of medical care for tuberculosis 


is drugs. 


Doctor Middleton attributes the VA record to 


new and specific drugs in TB chemotherapy produced by 
our ethical drug industry.”—Austin Smith, M.D., President, 
Pharmaceutical Manufacturers Association. 
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The Cardiac Patient and Heart Surgery 


LOYAL L. CONRAD, M.D.* 


ALTHOUGH the question “how well can a 
patient with heart disease tolerate surgery?” 
is often asked, its corollary “what does the 
patient have to tolerate?” is probably more 
to the point. When phrased in this fashion 
we think first of those demands placed on the 
heart by general surgical procedures, then 
of those hazards special to the cardiac pa- 
tient. Since nearly all general anesthetic 
agents are myocardial depressants' the heart 
must maintain an adequate output despite 
declining function. Studies conducted on 
patients without cardiac disease have shown 
that the cardiac output declines after the 
induction of anesthesia and is not re-estab- 
lished at normal levels for several days post- 
operatively.** Thus, it may be that cardiac 
needs are not as great as ordinarily pre- 
sumed. However, similar studies have not 
been conducted on cardiac patients to see 
whether their response is in normal range. 
What constitutes cardiac “demand” and an 
“adequate” output remains unanswered. 
Obviously, the less the cardiac reserve pre- 
operatively the less adequately will the heart 
function as a pump during the procedure. 
Hence, patients with overt evidences of con- 
gestive heart failure are poorer risks, the 
risks increasing proportionately to the de- 
gree of failure. The presence of an enlarged 
heart without other evidences of failure 
usually means lessened reserve and_ in- 
creased surgical risk. 


*Associate Professor of Medicine, University of Oklahoma 
Medical Center Chief, Cardiovascular Disease Section, Veterans 
Administration Hospital, Oklahoma City, Oklahoma. 


598 


Shock, hemorrhage or otherwise, is a spe- 
cial hazard to the cardiac patient because 
the resultant decrease in coronary perfusion 
leads to further decreases in cardiac output 
and attendant hypoxia and acidosis, and 
may culminate in an irreversible state or 
terminal rhythm disturbance. Patients with 
known coronary artery disease manifested 
by angina or myocardial infarction are par- 
ticularly susceptible and the risks of any 
major procedure are 10-15 per cent. Like- 
wise the surgical risk is somewhat increased 
in patients with hypertensive disease be- 
cause of the associated coronary athero- 
sclerosis. Stimulation of the sympathetic 
nervous system in response to the admin- 
istration of the anesthetic agent, even in the 
absence of shock or hemorrhage, may play 
a role in triggering off serious arrhythmias 
in patients with coronary artery disease; 
myocardial oxygen ‘“‘wastage” is a charac- 
teristic epinephrine effect. 

The final determinant as to whether or 
not to subject the cardiac patient to surgery 
consists of weighing the benefits of surgery 
against the risks; it may be unimportant 
when a lifesaving procedure is contemplated 
or it may be all-important when the possible 
benefits of surgery may be _ considered 
trivial. C] 
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During the past few years an awareness 
of the need of continuing education in all 
walks of life has become more acute. Re- 
cently Oklahoma has had its attention fo- 
cused on the importance of continuing edu- 
cation in our community by a Kellogg Foun- 
dation grant for such a center of learning 
on the Norman campus. 

Continuing or postgraduate medical edu- 
cation for physicians is as old as the prac- 
tice of medicine itself. Physicians have al- 
ways been recognized as a group of indi- 
viduals who continue to learn and gain ex- 
perience, even after the completion of formal 
or required courses, by individual efforts 
such as reading, group conferences, semi- 
nars, etc. So it continues today that a mul- 
titude of opportunities along these lines are 
provided not only by medical centers such as 
ours through formal postgraduate programs 
but also by individual hospitals, medical so- 
cieties, specialty groups and other organi- 
zations. 

Physicians who read The Journal are well 
aware of the many facilities at hand for 
keeping abreast of developments in medicine. 
In this column I would like to emphasize 
some of the opportunities at the Medical 
Center which are also available to the phy- 
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sicians of our state and to assure each of 
you that you are welcome to be with us for 
any events of your choosing. 

More than 100 regularly scheduled teach- 
ing events are held at the Medical Center 
each week, Monday through Saturday, and 
include sessions produced by the individual 
pre-clinical and clinical departments. 

Of particular interest to the practicing 
physician are seminars, conferences, grand 
rounds and ward walks of the various de- 
partments and the combined sessions which 
are given jointly by the clinical departments. 
One of the newest and most interesting of 
these is the inter-departmental conference 
each Tuesday from 12:30 to 1:30 p.m. About 
18 other conferences are held each day. Ex- 
amples, selected at random, are listed below 
as illustrative of the opportunities: 

Gross pathology conference, 2 p.m., Mon- 
day; Tumor clinic, 1:30 p.m., Tuesday; Med- 
ical grand rounds, 8 a.m., Wednesday; Pedi- 
atric grand rounds, 8 a.m., Thursday; Medi- 
cal-surgical conference, 1:45 p.m., Friday; 
Surgery grand rounds, 8 a.m., Saturday. 

A calendar of all events is published week- 
ly. Copies may be obtained by writing the 
Office of Public Relations, University of 
Oklahoma Medical Center. a 


Mark Qo Cena 
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The Peutz-Jeghers Syndrome 


KE, A. FRANKEN, M.D. 


The Peutz-Jeghers syndrome is an 
uncommon cause of intestinal polyposis, 
but with an external manifestation, 
mucocutaneous pigmentation. 


In 1921 A NEW syndrome was described 
by a Dutch physician, J. L. A. Peutz, con- 
sisting of a combination of oral mucocutan- 
eous pigmentation and multiple polyposis of 
the gastrointestinal tract, existing in several 
members of a family.' There is an earlier 
report of what is probably this syndrome 
in identical twins from Hutchinson in 1896, 
showing the typical pigment seen in this 
condition, and a further note that one of the 
twins later died of intussusception.” Sporadic 
reports are found in the world literature 
following this, but it remained for Jeghers 
and his colleagues in 1949 to gather all 
previous reports, define the entity more 
clearly, and give it a well known status.’ 
Jeghers initially commented on the existence 
of perioral pigmentation with intestinal 
polyps in siblings in 1944,‘ but it was not 
until the report of 1949 that the disease was 
recognized as a distinct clinical entity. 
The Peutz-Jeghers syndrome, as it is now 
called, is not as rare a disease as was first 
thought. As with many other “new” syn- 
dromes, a wealth of new cases has been 
reported since the definitive description, so 
that a total of approximately 125 can now 
be found in the world literature.*-'* The 
eponym of Peutz-Jeghers seems to have been 
first used in 1954, and since that time almost 
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all authors have referred to the entity by 
that name.’® 

The Peutz-Jeghers syndrome must be dif- 
ferentiated from familial polyposis of the 
colon, a more common disease, and also of 
an hereditary nature. In familial polyposis 
of the colon polyps are restricted to the colon, 
and are extremely apt to undergo malignant 
degeneration.“' In the Peutz-Jeghers syn- 
drome polyps are present throughout the 
entire gastrointestinal tract, and are not 
likely to become malignant.* '° 

The etiologic basis of this syndrome is ob- 
scure, but genetic factors are thought to be 
of some importance. In the latest survey of 
this condition approximately 55 per cent of 
the cases show a positive family history, 
i.e., with one of the parents affected, and 
often one or more siblings.® The frequency 
of this type of family history would suggest 
that inheritance is due to a mendelian dom- 
inant gene of rather low penetrance, with 
rather frequent cases arising as sporadic, 
spontaneous mutants.'' There seems to be 
no predominance of one sex. A _ typical 
family tree would be such as this reported 
by Jeghers* (table 1). 

Although the Peutz-Jeghers syndrome is 
genetically determined, the condition is un- 
commonly detected at birth. Pigmentation 
usually appears in infancy or early child- 
hood, with gastrointestinal symptoms at 
some time thereafter. However, some pa- 
tients apparently have no clinical manifes- 
tations until old age, the oldest reported case 
being at age 77, with onset of symptoms and 
pigmentation only two to three years previ- 
ous to this.'" 

The pathologic findings in this syndrome 
consist of two essential and distinguishing 
characteristics: intestinal polyposis and pig- 
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TABLE 1. 


© Members of family with pigmentation and 
polyps. 
0 Members of family without pigmentation of 


polyps. 
Genealogic table of a family with pigmented spots 
and polyposis. (Adopted from Jeghers, 1949.) 


mentation of the skin and mucous mem- 
branes. 

In the description by Jeghers melanin pig- 
mentation was mentioned on the buccal mu- 
cosa, around the lips, and on the palms, with 
almost 100 per cent of the cases showing 
spots on lips and palms.* As more cases have 
accumulated, it has become evident that the 
spots may be in any one of these locations, 
and no one of them is necessarily found in 
all cases. As can be noted from table 2, the 
pigmented spots have been noted on the 
face, forehead, nasal mucous membranes, 
lips, gums, hard and soft palates, toes, and 
fingers, the most common location being 
around the mucocutaneous junction of the 
mouth. 

Grossly the lesions are small (1-3 mm) 
discrete melanin spots, with occasional areas 
of coalescence. Some authors describe these 
as “ephelides inversae,” i.e., inverse freck- 
les, ** because of the fact that freckles us- 
ually occur in fair skinned persons, are 
prominent in sun-exposed areas (bridge of 
nose, forehead), are uncommon around the 
mouth, and tend to wax and wane according 


Face Lips Gums Buccal Mucosa Hard Palate Soft Palate 





18 21 | 9 20 5 | 2 











Fauces Nasal Other 
Mucosa | 


1 6 





Palms, 6; Forehead, 2; 
| Toes and Soles of Feet, 2 





Distribution of Pigmentation in 21 cases. ‘(Adopted 
from Dormandy, 1957.) 


TABLE 2. 
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to the season. The melanotic macules in the 
Peutz-Jeghers syndrome are usually in per- 
sons of dark complexion, are more common 
around the mouth than on the forehead and 
nose, and stay of the same intensity through- 
out the season. 

Pigmentation similar to that seen in the 
Peutz-Jeghers syndrome can be noted in Ad- 
dison’s disease, and, to a certain extent, in 
normal members of the colored races. Some 
authorities believe that the pigmentation of 
the Peutz-Jeghers syndrome has no obvious 
distinguishing characteristics to differenti- 
ate it from other conditions giving oral mel- 
anosis;*° others remark that the location, 
distinct boundaries of the macules, and the 
intensity of the melanin deposition make 
them clinically separable from other condi- 
tions causing oral melanosis.**** Micro- 
scopically and histochemically these seem to 
be only discrete areas of melanin deposition, 
with some increase in melanocytes, but no 
obvious distinguishing characteristics.'® In 
Jeghers’ cases some of the biopsied skin 
lesions showed stratification of melanin in 
distinct columns, interspersed with columns 
free of pigment.’ However, subsequent 
studies have not confirmed this observation, 
and this is now thought not to be a necessary 
finding in the histology of the lesion." 

The gastrointestinal involvement in the 
Peutz-Jeghers syndrome consists of polyps 
scattered throughout the length of the gas- 
trointestinal tract. These may range in 
number from three or four to literally thou- 
sands." Location is most commonly in the 
small intestine, but other areas are very fre- 
quently involved, as is seen in table 3.° 

The size of the polyps is variable, depend- 
ing on the stage of the individual polyp. 
Many surgical specimens have shown one 
large polyp causing intussusception, sur- 
rounded by hundreds of miscroscopic polyps, 
although the surrounding mucosa might ap- 
pear grossly normal.’ The size of the indi- 
vidual polyp does not appear to be static, 





E. A. Franken, Jr., M.D., graduated 
from the University of Oklahoma School of 
Medicine in 1961. He is now interning at 
Saint John’s Hospital in Tulsa, Oklahoma. 

He is a member of Alpha Omega Alpha 
and the Student AMA. 
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Syndrome / FRANKEN 


Small Intestine 


Stomach Duodenum Jejunum (no further specification) 
4 7 3 8 | 11 
—_— ' 
Ileum Colon Rectum 
8 , 9 7 11 


Distribution of Polyps in the Gastrointestinal Tract. 
(Adopted from Dormandy, 1957.) 


TABLE 3. 


but subject to growth at any time, without 
any known stimulus.’ Histologically, the 
polyps seen in the Peutz-Jeghers syndrome 
are noted to be somewhat different from the 
usual intestinal polyp.” * Most of these will 
show distinct cell types of all the cells found 
in that level of the gut, as well as the fre- 
quent appearance of smooth muscle fibers. 
For example, duodenal polyps usually show 
Brunner’s glands, and those of the stomach 
both parietal and chief cells. This is in con- 
tradistinction of the usual intestinal polyp, 
which shows only one cell type, and has no 
muscular element. 

Because of the histological nature of these 
growths, some observers now think that 
rather than being true neoplasms (as most 
intestinal polyps are) the growths in Peutz- 
Jeghers disease represent a genetic defect 
in formation of the intestinal mucosa, so 
that unusual aberrations of morphology and 
numbers of cells are allowed.’ These pe- 
culiar forms of intestinal mucosa resemble 
true neoplastic growth anatomically, but ac- 
tually represent only a type of hamartoma. 

Most histologically examined polyps in 
this syndrome have been microscopically 
benign. However, about 15 per cent of the 
patients coming to operation have been 
classified as having malignant polyps, on the 
basis of carcinoma in situ or local invasion 
of the muscularis.* '* This can be contrasted 
with familial polyposis of the colon, in which 
malignant degeneration is present in 30 to 
50 per cent of the patients coming to opera- 
tion because of clinical symptomatology.*' 
An unusual aspect of this reported malig- 
nancy is that there is not one well-document- 
ed case of any further progression of a sup- 
posed malignant degeneration of a polyp in 
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this disease to further spread or death.* ° 
‘This contrasts sharply with the usual course 
of cancer of the small intestine, in which the 
average survival is about 18 months.** 

In rather careful reviews of malignancy 
in this condition, investigators report that 
the diagnosis of carcinoma is most often a 
cytological diagnosis, with hyperchromatism, 
unequal and increased size of cells, and nu- 
clear changes.":*:":'" The cases which do 
show invasion of neoplastic tissue show 
limitation of this process to the muscularis 
with no involvement of serosa, surrounding 
tissue, lymph nodes or distant metastases. 
Because of the absence of these invasive 
properties, noted with cancer as it is usually 
thought of, these investigators doubt that 
the changes in the polyps in the Peutz-Jeg- 
hers syndrome actually represent malig- 
nancy. In two-thirds of the malignancies re- 
ported in the Peutz-Jeghers syndrome, the 
location of the carcinoma is in the ileum.* 

It might be noted that naso-pharyngeal 
polyps were reported in the original cases 
of Peutz,' and have been noted from time to 
time since then. Other polypoid lesions as- 
sociated with cases of this syndrome include 
bladder polyps and bronchial adenomatos- 


is,'’ °° but their occurrence is so uncommon 
that they are thought to be incidental find- 
ings.” !° 


The clinical course of the Peutz-Jeghers 
syndrome can again be divided into two 
areas, changes in skin and mucous mem- 
branes and difficulties with the polyps of 
the gut. 

The melanin spots have infrequently been 
noted at birth, but seem to appear most often 
in infancy and early childhood.” However, 
some cases have been reported in which pig- 
mentation did not appear until 75 years of 
age.'" The pigmentation typically occurs in 
persons with dark complexion, but many 
cases have been reported in fair skinned per- 
sons.'" The distribution and character of 
the lesions have been described above. 

The symptoms referable to gastrointestin- 
al polyposis are largely those of small bowel 
intussusception.'* Most patients suffer from 
this complication intermittently for years 
without definitive diagnosis. It is of inter- 
est, and pediatric importance, that the diag- 
nosis of Peutz-Jeghers syndrome in one 
study'* was made in less than 15 per cent 
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of cases before age ten. Sixty-five per cent 
of the cases found were between the ages of 
ten and 29 years with almost equal distri- 
bution on the two decades. However, the age 
of onset of symptoms was prior to age ten 
in 33 per cent and between the ages of ten 
and 19 in 36 per cent. Duration of symptoms 
before diagnosis was made varied from im- 
mediately to fifteen years or more. This is 
summarized in table 4. 

The symptoms of intussusception may dis- 
appear spontaneously with dislodging of the 
polyp; or, if there is no release of the polyp, 
intestinal obstruction and ultimately gan- 
grene may intervene. Other symptoms less 
frequently encountered as presenting com- 
plaints include melena of unexplained eti- 
ology, chronic blood loss, prolapsed rectal 
polyp, vague bowel disturbances, and even 
failure to thrive.” As can be seen from table 
5, most of the symptoms are related to intus- 
susception, with intestinal colic being the 
most frequent symptom. 

It would seem from the cases studied so 
far that the pigmentation and volyps prob- 
ably appear at about the same time; this is 
especially evident in cases arising in older 
persons with the onset of pigmentation and 
symptoms of gastrointestinal disease almost 
simultaneously. But no one knows definitely 
that this is true in all cases, in that polyps 
are often silent, and micropolyps could be 
present for years before developing into 
those of clinically significant size.” 

It would also seem that this disease has a 
forme fruste, in which the typical pigmenta- 
tion appears, but no polyposis can be found. 
Jeghers, in his initial report,’ reported one 
such individual; Dormandy,’ in 21 cases un- 
der his observation, noted three such pa- 
tients. 

The presence of malignant degeneration 
in the polyps seems to have no clinical cor- 
relation to clinical symptoms or duration of 


AGE RANGE AT AT ONSET OF 
DIAGNOSIS SYMPTOMS 

0-9 7 15 

10-19 19 16 

20-29 . 15 7 

30-39 7 5 

40 & Over 4 2 

Not Known 0 7 


Age of Patients with Peutz-Jeghers Syndrome. 
(Adopted from Stanley and Schwarz, 1957.) 


TABLE 4. 
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Acute Abd. Attacks of Chronic 
Episode in Intest. Colic, Bowel Hematemesis 
Childhood Usu. Vomiting Disturbance 
8 | 16 | 12 | 3 
| | 
Rectal Chronic Failure 


Metena Bleeding Blood Loss Borborygmi, Wt. Loss|to Thrive 


3 9 | 7 6 . Se 4 
-_ ——— Snag a — — _ ——— 
| Dull,Non- | 
Indigestion, | Colicky Abd. | Prolapsed Prolapsed 
Dyspepsia Pain | Rectal Polyp | Rectum 
3 


4 | 6 | 3 





Incidence of Clinical Symptoms in 21 Cases. 
(Adopted from Dormandy, 1957.) 


TABLE 5. 


the illness; the diagnosis of carcinoma is 
usually made incidentally on surgical speci- 
mens resected for intussusception. 

The symptomatic course of the Peutz- 
Jeghers syndrome is usually one of intermit- 
tent, acute episodes of intestinal obstruction. 
However, some cases have been found in in- 
vestigation of families with one symptomatic 
member, patients in whom pigmentation and 
polyps are found, but have no clinical symp- 
tomatology.” The prognosis of the disease 
is most likely related to the frequency and 
severity of the acute complication, rather 
than to the disease itself. An exact estimate 
of age at death, duration of symptoms before 
death, and incidence of acute complications 
cannot be given at this time.” Observers 
have noted that the complications are associ- 
ated with a higher mortality in children, as 
would be expected.’ 

As it has been mentioned before, the in- 
cidence of malignant degeneration of the 
polyps is indefinite, and many authorities 
believe that this does not occur."’ In any 
event, what has been described as carcinoma 
of the small bowel does not seem to affect 
the ultimate prognosis of the patient.'* 

Diagnosis of the Peutz-Jeghers syndrome 
is actually rather simple, if one will remem- 
ber that the disease exists. History will us- 
ually indicate bowel disturbances of long 
duration although a more acute history may 
present. Family history is important in di- 
agnosis, and several cases have been diag- 
nosed by investigating members of an af- 
fected individual’s family. Physical exami- 
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nation shows the oral melanosis as mentioned 
before, while abdominal findings are depend- 
ent upon the type of complication, if any, 
encountered at that particular time. Radio- 
graphic examination is a very important 
tool in demonstrating the existence of the 
polyps, but may well be negative, even in the 
presence of rather large polyps.'* Any pa- 
tients suspected of the Peutz-Jehgers syn- 
drome deserve gastroscopy and sigmoidos- 
copy, and these can be rewarding procedures, 
especially when roentgenograms are non- 
diagnostic.'” 

Treatment of the Peutz-Jeghers syndrome 
can be divided into that of the acute compli- 
cation, along with long term surgical therapy 
and medical follow-up. Immediate treatment 
is required for intussusception, at which 
time resection of the polyps involved and in- 
testine itself, if nonviable, is indicated." 
Some authors*’ have advised multiple en- 
terotomies at some stage of the disease, with 
resection of all large polyps. 

A few authorities* advocate radical resec- 
tion in the ileum, where most cancers have 
arisen, but confine surgical therapy in other 
areas to more conservative measures. It is 
to be stressed that polyps can appear at any 
time, presumably arising from micropolyps, 
and that the disease is widespread and apt 
to show recurrence.’ Because of this most 
writers on the subject feel that surgical 
therapy is of necessity conservative. 

A most important part of the therapy in 
this disease is periodic follow-up, because 
of its chronicity and frequent recurrence of 
polyps.":’ Another element in follow-up is 
case finding in relatives of patients with this 
diagnosis." '* 


SUMMARY 


1) A syndrome consisting of oral melan- 
osis and intestinal polyposis was described 
by Peutz in 1921. 

2) The disease is probably of genetic 
origin, with sporadic cases as well. 

3) The clinical course of the entity is 
seen to be chiefly the appearance of muco- 
cutaneous pigmentation and frequent bouts 
of intussusception. 

4) Diagnosis can be made by noting the 
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typical pigmentation and demonstrating 
polyps of the gastrointestinal tract. 

5) Prognosis and treatment are not well 
defined at this time, but current opinion that 
this is not a premalignant condition would 
tend to suggest conservative therapy with 
close follow-up throughout life. Cl 
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ABSTRACTS 


Gastric Atrophy in Dogs Induced by Administration 
Of Normal Human Gastric Juice 


William O, Smith,* Merlin K. DuVal,** Walter Joel,*** 
Walter L. Honska**** and Stewart Wolf***** 
Gastroenterology, 39:55-60, July 1960 

With intravenous injections of normal human gastric 
juice, a pronounced atrophic gastritis has been induced 
in dogs. 

The atrophic gastritis appears with as few as eight 
injections over an interval of four weeks and may per- 
sist for as long as nine months after injections are 
discontinued. 

*Assistant Professor of Medicine. 

Associate Professor of Surgery. 

**Professor of Pathology. 

****Instructor in Medicine and Preventive Medicine and Pub- 
lic Health. 


****Professor of Medicine, Consultant Professor of Psychi- 
atry, Neurology and Behavioral Sciences. 


Role of Biliary and Pancreatic Secretions in the 
Inhibition of Gastric Motility by Fat in the Intestine 


Rene Menguy* 
The American Journal of Digestive Diseases 5:792-800, 
Sept., 1960 

Gastric motility was recorded in rats by means of 
water-filled intragastric balloons. Introduction of 1 ml. 
of fat into the proximal small intestine consistently 
suppressed gastric motility. In rats with diversion of 
bile from the small intestine this inhibition failed to 
occur unless bile salts were added to the administered 
fat. When both bile and pancreatic juice were diverted 
from the small intestine, inhibition occurred only when 
oil was mixed with bile salts and lipase prior to in- 
jection. 

Assistant Professor of Surgery. 


Chromium-51 Labeled Erythrocytes 
As a Measure of Hemolysis 
P. C. Johnson,* C. Bloedow** and J. Bahr*** 
Proc. Okla. Conference Radioisotopes in Agriculture 
TID-7578: 263-268. 1960 
Estimation of the life span of the erythrocyte is an 
aid in the classification of anemia. Chromium-51 la- 
beled erythrocytes can be used for this purpose. Using 
the percentage remaining on the eighth day, we have 
found that a difference of statistical significance can 
be found between anemia due to hemolysis and those 
from other causes. The difficulties with this method 
of estimating erythrocyte life span have been discussed. 
Radioisotope Laboratory, Methodist Hospital, Houston, Texas. 


Out-patient Service, V.A. Hospital. 
**Qut-paticnt Service, V.A. Hospital. 


The Clinical Expression of Magnesium Deficiency 


William O. Smith,* 
Leonard P. Eliel*** 
Jour. A.M.A. 174:77-78, 1960 

Magnesium deficit in man may result in a rather 
distinctive clinical syndrome characterized by central 
nervous system, neuromuscular, and cardiovascular 
manifestations. The clinical situations giving rise to 


this syndrome have been described. 
Assistant Professor of Medicine. 
**Associate Professor of Medicine. 
**Professor of Research Medicine. 


James F. Hammarsten** and 
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FACULTY NEWS 


James Arthur Cutter, M.D., former asso- 
ciate professor of anesthesiology at the Uni- 
versity of Buffalo, is a new associate pro- 
fessor and vice-chairman 
of the Department of 
Anesthesiology at the 
University of Oklahoma 
School of Medicine. 

Other recent additions 
to the full-time faculty 

include J. T. Jabbour, 
& M.D., assistant professor 

CUTTER of pediatrics and neu- 
rology, and Marshall Edelson, M.D., assist- 
ant professor of psychiatry. 

Doctor Cutter is a 1951 graduate of Wash- 
ington University School of Medicine. He 
interned at Percy Jones General Hospital, 
Battle Creek, Michigan, and took residency 
work at Brooke General Hospital, San An- 
tonio, Texas. The anesthesiologist was on 
the Buffalo faculty four years, during which 
he also was associate director of anesthesi- 
ology at the E. J. Mayer Memorial Hospital, 
Buffalo. 

Doctor Jabbour, a graduate of the Uni- 
versity of Tennessee College of Medicine, 
succeeds Lucius Waites, M.D., now of South- 
western Medical College, Dallas, as associate 
director of the Birth Defects Center at Chil- 
dren’s Memorial Hospital. After interning 
at Baylor University Hospital, Doctor Jab- 
bour was in general practice three years be- 
fore taking a pediatric residency at the Uni- 
versity of Tennessee and then pediatric neu- 
rology training at the University of Minne- 
sota. He was co-director 
of the Pediatric Neurol- 
ogy and Pediatric Seiz- 
ure Clinic at Minnesota. 

Doctor Edelson re- 
ceived a Ph.D. in 1954 
and an M.D. degree in 
1955 from the Univer- 
sity of Chicago. The 
psychiatrist interned at 
Presbyterian Hospital, Chicago, and com- 
pleted a residency at Sheppard and Enoch 
Pratt Hospital. Before coming here he was 
a captain in the U.S. Army Medical Corps, 
assigned as psychiatrist to the U.S. Discip- 
linary Barracks, Fort Leavenworth, Kansas. 
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In the first meeting since last 
Spring, the OSMA’s Board of Trus- 
tees held an eventful four-hour ses- 
sion at the headquarters building on 
October 22nd. Highlighting the full 
agenda were such topics as: A med- 
ical education encouragement pro- 
gram; financial aid to medical stu- 
dents; Blue Shield coverage for phy- 
sicians; and, fiscal reorganization 
of the OSMA. 


More and Better Students 


R. R. Hannas, M.D., Sentinel, 
Chairman of the OSMA’s Council on 
Professional Education, gave a 
progress report on the association’s 
program to attract the state’s top 
students into the field of medicine. 
Termed ‘‘Medical Education En- 
couragement,”’ the program was of- 
ficially approved at last Spring’s 
House of Delegates meeting, and was 
referred back to the Medical School 
Liaison Committee for implementa- 
tion. 

Doctor Hannas reported that the 
committee had met twice during the 
summer to develop specific plans to 
reach qualified highschool students 
and inform them about the profes- 
sion of medicine. A folder entitled 
“Picture Yourself As A Future 
M.D.’’ was prepared by the commit- 
tee and OU Medical School officials, 
and is now ready for distribution, 
he said. 

The Trustees were asked to ap- 
point physician-counsellors for the 
highschools in their districts, who 
will appear before science clubs, 
answer questions about medicine as 
a career and distribute the folder 
(related article, page 610). 

Doctor Hannas also reported that 
the Postgraduate Education Commit- 
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tee has planned eight decentralized 
postgraduate courses, the first of 
which is scheduled for Bartlesville 
on November 2ist (related article, 
page 612). 


Medical Student Aid 

Trustees heard another progress 
report from Past-President Walter 
E. Brown, M.D., Chairman of the 
Financial Aid to Education Commit- 
tee. Doctor Brown brought them up 
to date on committee plans to imple- 
ment a House of Delegates directive 
calling for the establishment of a 
scholarship, grant-in-aid, and loan 
program for students at the Univer- 
sity of Oklahoma School of Medicine. 

He reviewed the House of Dele- 
gates action (May, 1961), which 
raises OSMA dues $5 per year to 
finance the program, then outlined 
and received approval on current 
committee plans to put the program 
into effect. 

It was brought out that the dues 
increase would raise about $8,000 
annually which, when split accord- 
ing to the formula laid down by the 
Delegates, would make about $3,200 
available for scholarships and grants, 
and about $4,800 available for loans. 
Doctor Brown said the committee 
had agreed on the following defini- 
tions and stipulations applicable to 
the three categories of financial as- 
sistance: 

® Scholarships: Monetary, 
refundable awards to students based 
upon academic excellence (Five $500 
scholarships to be offered to fresh- 
men each year). 

® Grants-In-Aid: Monetary, non- 
interest bearing grants to students 
based upon economic need, repay- 
able on a voluntary basis ($600-700 


non- 
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available annually for such emer- 
gency purposes). 


® Loans: Monetary assistance to 
students, refundable under the terms 
and interest rates set forth by the 
Delegates (Repayment must begin 
within five years of graduation and 
must be completed three years after 
it commences; 3% interest annually, 
beginning one year after gradua- 
tion). 

Doctor Brown concluded his prog- 
ress report by stating that the com- 
mittee agreed to have all applica- 
tions for assistance (now being ac- 
cepted for ’62 class) processed 
through the OU Associate Dean of 
Student Affairs, with the OSMA com- 
mittee responsible for final approval. 

The Board of Trustees recommend- 
ed that the present committee, com- 
prised of the OSMA President, Presi- 
dent-Elect, and immediate three 
Past-Presidents, continue to function 
until the 1962 annual meeting, at 
which time a more official provision 
could be made for continued super- 
vision of the program. 


Blue Shield for Doctors? 


In another major action, Frank J. 
Nelson, M.D., Chairman of the Pre- 
paid Medical Care Committee, re- 
ported that the majority of his group 
had recently voted to resubmit the 
question of making Blue Shield cov- 
erage available to physicians on a 
voluntary basis (similar proposals 
have been traditionally turned down 
by OSMA policy-making bodies). 

The Board of Trustees was unani- 
mous in once again denying official 
sanction to the proposal, reiterating 
its long-standing policy that phy- 
sicians should continue to offer 
complimentary professional services 
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to each other and to the immediate 
families envolved. 

As a follow-up to a previous Board 
action, Mark R. Johnson, M.D., Sec- 
retary-Treasurer of the OSMA, re- 
ported the results of a study of as- 
sociation fiscal policies and_ pro- 
cedures, conducted in cooperation 
with a firm of certified public ac- 
countants. 


Fiscal Reorganization 


Johnson prefaced his remarks by 
stating that the purpose of the study 
was to keep bookkeeping, budget and 
audit procedures abreast of the 
growth of the organization; that it 
was not intended to cast criticism on 
past performance. 

The report recommended sweeping 
changes in the fiscal setup, to in- 
clude new bookkeeping and budget- 
planning methods, to provide for 
comprehensive audits of association 
financial records and to insure a 
more definite separation and ac- 
countability of Journal and mem- 
bership dues funds. Also included 
in the report was a recommendation 
to change the association’s present 
plans for accumulating reserves by 
diverting a portion of surplus funds 
into a trust fund, the earnings from 
which would be used in connection 
with the Financial Aid to Education 
Program. 

Doctor Johnson was congratulated 
by the Trustees for the thoroughness 
of the report. It was pointed out 
that some of the recommended 
changes, however, would require 
House of Delegates action. Although 
it was recognized that most of the 
recommendations could be placed in 
effect administratively, action on 
the report was tabled on the basis 
that the policy changing portions 
were within the province of the 
House of Delegates. 


Other Actions 


In other actions, the Board: 

® Approved continued sponsorship 
of two essay contests: AAPS and 
“Employ the Handicapped.” 

® Ratified the appointment of C. B. 
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Dawson, M.D., Oklahoma City, to 
the Editorial Board. 

® Learned the Oklahoma Poison 
Information Center was discontinu- 
ing service, and asked the Medical 
School Liaison Committee to inves- 
tigate. 

® Heard comprehensive reports of 
the New York AMA meeting from 
Oklahoma’s Delegates and Alter- 
nates. 

® Heard reports from Rex Ken- 
yon, M.D., Chairman of the Annual 
Meeting Program Committee, and 
from R. Q. Goodwin, M.D., Chair- 
man of the Council on Public Policy. 

© Paid tribute to C. C. Young, 
M.D., deceased Trustee from Shaw- 
nee, and welcomed his replacement, 
Francis Davis, M.D., Shawnee. O 


Influence of Heredity 
On Disease Topic 
For AMA Meeting 


A study of heredity as it relates to 
human ills will be presented as a 
feature of the 15th annual clinical 
meeting of the American Medical 
Association November 26-30 at Den- 
ver. 

Geneticists are rapidly advancing 
fundamental knowledge in this high- 
ly important medical field. This new 
knowledge will be passed on to clin- 
icians for their guidance in prac- 
tice. 

“Genes, Chromosomes and Hu- 
man Disease’’ will be the general 
subject of the section, under chair- 
manship of Leroy J. Sides, M.D., of 
Denver. 

Theodore T. Puck, Ph.D., head of 
the department of Biophysics at the 
University of Colorado, will relate 
some of his new research findings in 
a paper entitled ‘‘The Gene and the 
Protein Molecule.” 

Other topics will include ‘‘Genes 
and Chromosomes,” by David M. 
Bonner, Ph.D., University of Cali- 
fornia biologist; ‘“‘Hereditary Aspects 
of Disease,” by Walter Burdette, 
M.D., Salt Lake City; ‘‘Hemoglob- 
inopathies,”’ by Max Wintrobe, M.D., 
Salt Lake City. 

John H. Talbott, M.D., of Chicago, 
editor of the Journal of the Ameri- 
can Medical Association, will deliver 





a paper on “‘Gout’’ as a part of this 
section. 

Much has been learned by the 
specialists in space medicine that 
will be of value to the practicing phy- 
sician in treating patients who sel- 
dom get off the ground. This knowl- 
edge also will be presented in a 
section on space medicine at the 
meeting. 

“The Impact of Space Medicine 
Research on General Medicine’ will 
be presented by Hubertus Strug- 
hold, M.D., Ph.D., advisor for re- 
search to the commander, Aerospace 
Medical Center, Brooks Air Force 
Base, Texas. 

Other space medicine topics will 
include ‘“‘The N.A.S.A. Program in 
Life Sciences,”’ by Brig. Gen. Charles 
N. Roadman, deputy director of the 
life sciences division of the National 
Aeronautics and Space Administra- 
tion, Washington; “The Air Force 
Program in Aerospace Medicine,” by 
Maj. Gen. Oliver K. Niess, surgeon 
general of the U.S. Air Force, Wash- 
ington, and ‘‘Space Radiations: Their 
Physical Characteristics and Biolog- 
ical Implications,’ by Col. Gerrit L. 
Hekhuis, chief of radiobiology, School 
of Aerospace Medicine, Brooks Air 
Force Base. 

An interesting series of papers will 
be presented at special breakfast 
programs November 28-29. Topics 
for the November 28 breakfast ses- 
sion will be ‘“‘The Malmstrom Vac- 
uum Extractor in Obstetrics;” ‘A 
Pyelogram Clinic,’ and “The Op- 
eration of a Poison Control Center.”’ 
On November 29 topics will be ‘‘Com- 
munity Care of Psychiatric Patients 
vs. Prolonged Institutional Care;”’ 
“Dermatology Quiz Session,” and 
“Unusual Diagnostic Problems in 
Pulmonary Surgery.”’ 

A series of color television pro- 
grams during the meeting will in- 
clude such subjects as “The Art of 
Psychiatric Interviewing,” ‘“Resusci- 
tation of the Newborn,’’ “Total Ab- 
dominal Hysterectomy,’’ ‘Primary 
Dermatologic Disorders” and ‘“‘Der- 
matologic Manifestations of Systemic 
Disease.”’ 

Also scheduled is an outstanding 
program of medical motion pictures 
to be screened daily. oO 
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Sixteen newcomers to practice in 
Tulsa County are seen above at the 
Annual Indoctrination Dinner for 
New Members of the Tulsa County 
Medical Society, held October 9th 
at The Mayo Hotel, Tulsa. 


Seated, left to right, are: Paul A. 
April, M.D., internal medicine and 
rheumatic diseases; Ned T. Harney, 


M.D., internal medicine; James D. 
Green, M.D., internal medicine; 
Donald W. Bobek, M.D., surgery; 


and Bill F. Hutchins, M.D., obstetrics 
and gynecology. 


Middle row, left to right: Thomas 
R. Cox, M.D., pathology; Roger Ray 
Paul, M.D., internal medicine; Wil- 
liam M. Moore, M.D., internal med- 
icine; Robert B. Williams, M.D., ob- 
stetrics and gynecology; Henry P. 
Hare, Jr., M.D., psychiatry; Frank 
A, Clingan, M.D., surgery; Paul C. 
Kemmerly, M.D., anesthesiology; 


and Melvin R. Swafford, M.D., an- 
esthesiology. 





Tulsa Welcomes New Members, Honors Seniors 


Back row, left to right: David D. 
Paulus, Jr., M.D., radiology; Samuel 
B. Leslie, M.D., ophthalmology; and 
W. Pat Fite, Jr., M.D., plastic sur- 
gery. 

Not present when the photograph 
was made were Walter H. Gary, 
M.D., radiology; C. Robert Cooke, 
M.D., internal medicine; John Wil- 
liam Ward, M.D., surgery; and John 
A. Coates, M.D., neurological sur- 
gery. 

Pavy and White Honored 


Also honored were two senior 
members of the Tulsa County Med- 
ical Society. 

Doctor Chester A. Pavy, veteran 
Tulsa ophthalmologist (center, be- 
low), is seen as he receives a gold 
pin from the Oklahoma State Medical 
Association in recognition of the 
completion of 50 years of active prac- 
tice of medicine. Making the presen- 
tation is Doctor Walter E. Brown 
(left) of Tulsa, immediate Past-Pres- 






















































ident of the OSMA. Doctor Pavy also 
received a certificate of Life Mem- 
bership. 

Doctor N. Stuart White, retired 
Tulsa ‘surgeon, is seen at right. Doc- 
tor White was presented a certificate 
of Life Membership. 

Doctor Pavy graduated from In- 
diana University College of Medi- 
cine in 1911. He practiced until 1927 
at Terre Haute, Indiana, at which 
time he took two years of specialty 
training in ophthalmology and oto- 
laryngology at the Chicago E.E.N.T. 
Hospital and the University of Vi- 
enna. He entered practice in Tulsa 
in 1929. Doctor Pavy retired earlier 
this year. 

Doctor N. Stuart White, a graduate 
of the University of Oklahoma School 
of Medicine, Class of 1921, practiced 
at Sand Springs before moving to 
Tulsa in 1925. One of Tulsa’s most 
active surgeons, he retired in Janu- 
ary of this year. 

Guest speakers at the Annual In- 
doctrination Dinner included Mr. 
Jack Rue Coleman, professional med- 
ical management consultant of Dal- 
las, Texas; Doctor Mark R. John- 
son, Secretary-Treasurer, Oklahoma 
State Medical Association, Oklahoma 
City; Doctor Frank J. Nelson, Past- 
President, Tulsa County Medical So- 
ciety, and Doctor Wendell L. Smith, 
President, Tulsa County Medical So- 
ciety. Doctor R. W. Goen, Chairman 
of the Medical Precepts Committee, 
presided. 

Guests included Doctor Clinton 
Gallaher of Shawnee, President, and 
Mr. Don Blair, Oklahoma City, As- 
sociate Executive Secretary, Okla- 
homa State Medical Association. 
There were 103 physicians present. (1 
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News 


Medical Education Gets 
Plug From OSMA 


Oklahoma medicine will no longer 
take a back seat to industry in its 
quest for the state’s top students. 
A ‘medical education encourage- 
ment”? program was launched Oc- 
tober 22nd, when R. R. Hannas, 
M.D., Chairman of the OSMA Coun- 
cil on Professional Education, an- 
nounced to the Board of Trustees 
that a comprehensive program was 
ready for implementation. 

The idea for such a program was 
born last Spring under the direction 
of the Medical School Liaison Com- 
mittee, Gregory E, Stanbro, M.D., 
Chairman, and was officially ap- 
proved by the House of Delegates 
in May. Hannas, representing the 
Council and the Committee, told the 
Trustees how the program will work 
and requested their cooperation. 

Each Trustee was asked to appoint 
a physician pre-med counsellor for 
each highschool in his district. These 
counsellors are to appear before pre- 
med and science clubs for the dual 
purposes of discussing medicine as a 
challenging vocation, and outlining 
admissions policies and procedures 
at the University of Oklahoma School 
of Medicine. 

“We are living in an age of in- 
tense competition for the more tal- 
ented students,” Hannas said, ‘‘and 
industry has been dipping into the 
quantity and quality of students 
available for medical education.”’ 

Physicians participating as high- 
school counsellors will be armed 
with reference material on medical 
education and will be supplied with 
ample quantities of a special folder 
entitled ‘‘Picture Yourself As a Fu- 
ture M.D.”” The folder, prepared by 
the Medical School Liaison Commit- 
tee and the University of Oklahoma 
School of Medicine, will provide each 
counsellor with the text of his pres- 
entation to highschool groups, and 
may also be used as hand-out ma- 
terial for prospective medical stu- 
dents. 

In the interest of informing all 
OSMA members of the current cri- 
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teria of medical school admissions 
policies, the Medical School Liaison 
Committee requested that the full 
text of the folder be printed in the 


Journal. It is hoped that all phy- 
sicians, regardless of whether they 
are serving as highschool counsel- 
lors, will assist in attracting top- 
talent into medical education. 


‘Picture Yourself As A Future M.D.” 


“M.D.”’—wouldn’t you be proud to 
have these special initials after your 
name? 

To the world they mean you are a 
member of the most challenging, 
respected, exciting and dynamic of 
all professions . . . and, most im- 
portantly, the degree “‘M.D.”’ marks 
you as a person whose whole life is 
devoted to serving mankind. 

You who are now in highschool or 
in your early college years are per- 
haps wondering about the selection 
of an inspiring career. If so, con- 
sider the profession of medicine—a 
profession which offers unlimited op- 
portunity for those who— 

® Have a strong desire to help 

others, 

® Are anxious to keep abreast of 

rapid scientific developments, 
and 

® Are curious to probe the still 

unsolved mysteries of human 
life. 

American Medicine needs such 
high caliber men and women to help 
meet the challenge which the future 
holds. 

A growing population, greater di- 
versity of work opportunities for phy- 
sicians, and tremendous progress in 
medical science are creating an in- 
creasing demand in America for even 
greater numbers of highly trained 
doctors of medicine. Toward this 
goal—a goal of maintaining the 
world’s highest health standards for 
Americans—the Oklahoma _ State 
Medical Association and the Uni- 
versity of Oklahoma School of Medi- 
cine are dedicated. 

As an Oklahoman, you are fortun- 
ate to have one of the nation’s recog- 
nized medical schools right at your 
doorstep. You undoubtedly have 
many questions concerning the 
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school and medical education in gen- 
eral. This pamphlet is designed to 
answer them. The other question— 
your decision to serve mankind—is 
up to you! 


“Facts About Medical Education in 
Oklahoma” 


Q—Who is eligible to apply for ad- 
mission to the University of Okla- 
homa School of Medicine? 

A—A student who can present a 
minimum of 90 semester hours of 
work, exclusive of physical educa- 
tion and military science, from an 
accredited liberal arts college and 
have within those 90 hours at least 
34 in the prescribed fields of general 
chemistry (8 hours), organic chem- 
istry (4 hours), physics (8 hours), 
biology (8 hours) and English (6 
hours). 


Q—What is the required grade aver- 
age? 

A—The student must complete his 
college work with a 1.5 (B minus) 
average in the prescribed fields 
above. He must have a 1.5 overall 
average, with at least a 1.0 (C) in 
each of the above subjects. (In cal- 
culating the numerical grade aver- 
age, an A is converted to three 
points, a B to two points, a C to one 
point, a D to zero points, and an 
F to Minus-one point for each se- 
mester credit.) 


Q—When a student repeats a course 
in order to improve his standing in 
college, will the better grade be 
counted for medical school applica- 
tion purposes? 

A—Yes. If a course in which he 
made a D or F is repeated, the new 
grade will be substituted in calcu- 
lating the grade average for inter- 
view and possible admission pur- 
poses. 


Q—When may a student apply for 
admission to medical school? 

A—During 1961, the dates for receiv- 
ing applications are July 1 through 
December 1. This period may be 
extended in the future. Applications 
are made to the Associate Dean in 
charge of Student Affairs. They are 
processed as received and students 
are notified to report to the School 
of Medicine for an interview. 























Q—When and how are the interviews 
conducted? 
A—The Admissions Board begins in- 
terviewing applicants in September. 
The nine-member board is divided 
into three interview teams, each with 
three members. Normally each team 
interviews an individual, but on oc- 
casion an applicant may meet with 
one, two or all three teams, or he 
may be asked to meet with the en- 
tire Board. Finally, the Board meets 
as a whole to discuss and evaluate 
the applicant. 
Q—What factors other than the re- 
quired grade average are taken into 
consideration by the Board? 
A—(1) Results of the Medical College 
Admission test. 

(2) The premedical advisor’s let- 
ter of evaluation. 

(3) The board’s impression of the 
student and his performance 
at the time of the personal 
interview. 

Q—What is the Medical College Ad- 
mission Test? 

A—This examination is given twice 
annually (in the spring and fall) at 
selected schools in each state under 
auspices of the Association of Ameri- 
can Medical Colleges. College fac- 
ulty advisors are informed of the 
dates and locations. The examina- 
tion is divided into four sections: 
Tests of verbal and quantitative 
ability aimed at measuring the ca- 
pacity to learn; a test of general 
knowledge of the humanities and so- 
cial sciences; a test measuring un- 
derstanding of the basic principles 
of biology, chemistry and physics. 
Q—What action does the Board of 
Admissions take following evalua- 
tion of the applicant? 

A—The student may be offered a 
place in the next year’s class, de- 
ferred for later consideration, or 
rejected. All offers for a place in 
class are made contingent upon the 
student satisfactorily completing all 
requirements for admission within 
the time allocated. 

Q—When is the applicant notified 
whether he will be offered a place 
in the next entering class? 
A—Interviews are generally held on 
Saturdays and notifications are 
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mailed out on the following Monday. 
The student usually will know the 
decision of the board by Tuesday or 
Wednesday following the Saturday 
interview. 

Q—Who composes the Admissions 
Board? 

A—The Board is made up of medical 
school faculty members chosen from 
a roster of those who indicate a 
wilingness to serve. Names are se- 
lected from this roster in ballotting 
at a general faculty meeting. The 
Dean in turn selects new members 
from the list of those receiving the 
greatest number of votes by the 
faculty. The appointments are ap- 
proved by the University of Okla- 
homa Regents. A balance of full 
time and part time faculty members, 
preceptors and visiting lecturers is 
maintained. 

Q—How should the high school stu- 
dent prepare for the study of medi- 
cine? 

A—The best preparation is a ground- 
ing in the fundamentals required 
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for admission to a liberal arts col- 
lege. A variety of courses in the 
sciences and humanities will help 
develop the intellectual curosity, ob- 
jectivity, judgment and habits of 
learning that are basic to medical 
education. 

Q—What state colleges and univer- 
sities offer the education required 
for medical school admission? 
A—All accredited senior colleges of 
the State of Oklahoma offer a pre- 
medical curriculum. Virtually all 
are represented in the present en- 
rollment of the School of Medicine. 


Q—What is the cost per year of at- 
tending the University of Oklahoma 
School of Medicine? 
A—Tuition is $500 a year for in-state 
students; $1,000 for out-of-state stu- 
dents. The average total cost for 
four years of medical school (all ex- 
penses) is between $9,000 and $10,000. 
Q—What Financial assistance is 
available to a medical student and 
where does he seek such help? 
A—Several loan funds are available. 
Some are administered through the 
University of Oklahoma at Normar 
and others by the School of Medi- 
cine. The latter includes funds con- 
tributed by the Oklahoma State Med- 
ical Association. 
Beginning this year, a few scholar- 
ships also will be offered. OSMA 
members will begin contributing to 
a scholarship fund in 1962, and the 
Avalon Foundation has awarded the 
medical school a one-time grant to 
provide a number of scholarship 
awards. 
Requests for information about loans 
or scholarships should be addressed 
to the Associate Dean of Student Af- 
fairs, University of Oklahoma School 
of Medicine, 800 Northeast 13th 
Street, Oklahoma City, Oklahoma. 
Q—How many students are admitted 
to the School of Medicine each year? 
A—Officially the school is authorized 
to accept 100 for each entering class. 
However, in recent years the Uni- 
versity Regents have permitted the 
school to accept 104 in an attempt 
to maintain the allowable class size 
in the face of early attrition. 
Q—Briefly, what does the medical 
(Continued on Page 614) 
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Four PG Courses Slated For November, December 


The Council on Professional Edu- 
cation’s postgraduate program will 
get underway this month when the 
first two decentralized refresher 
courses are offered in Bartlesville on 
November 14th, and Enid on Novem- 
ber 28th. Six other courses are 
scheduled for the balance of the 


year in the following locations: 
Chickasha (December 5th), Burns 
Flat (December 19th), Ardmore 


(January), Ada (February), Western 
Hills (March), and Miami (April). 

In keeping with the concept of the 
refresher series, the meetings will 
be devoted to principal organ sys- 
tems of the body. Programs ar- 
ranged through December include: 
“The Liver,’’ scheduled for Bartles- 
ville, ‘“‘The Lung,’’ slated for Enid, 
“The Kidney’ for Chicaksha, and 
“The Liver’ for Burns Flat. 

The courses will follow the same 
general format: two hours of in- 
struction, approximately one hour 
for dinner, followed by an additional 
hour of instruction and an hour for 
discussion. AAGP has approved all 
such courses for four hours credit, 
Category 1. Scientific presentations 
will feature basic science, diagnostic 
and therapeutic considerations of 
the organ system. 


Instructors and their topics for 
“The Liver’’ course are: G. Rainey 


Williams, M.D., ‘Anatomy’ and 
“Surgery in Liver Disease’; Jack 
D. Welsh, M.D., ‘‘Metabolism’’ and 


“Liver Disease in Childhood’’; Lee 
Honska, M.D., ‘‘Hepatic Function’ 
and ‘Jaundice During Pregnancy.”’ 

Case presentations on cirrhosis 
with ascites, postop gallbladder dis- 
ease, hepatic coma, and esophageal 
varicies will also be offered. 

“The Lung’ will feature the fol- 
lowing instructors and_ topics: 


Charles W. Harvey, M.D., “‘Patho- 
physiology of Emphysemia’’; Gilbert 
S. Campbell 
Acidosis”’ ; 
M.D., 
Respiratory 
ren 


M.D., “Respiratory 
Harold G. Muchmore, 
“Recent Advances in Viral 
Diseases’; and, War- 
L. Felton, M.D., ‘Surgical 
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Complications of Pulmonary Infec- 
tions.” A case conference will also 
be presented. 

“The Kidney’ course will have 
the following program: John Drake, 
M.D., ‘“‘Renal Functions’; Robert L. 
Lindeman, M.D., “‘The Kidney and 
Electrolytes’; John P. Colmore, 
M.D., ‘‘Pyelonephritis.”’ In addi- 
tion, a panel on ‘Acute Renal Fail- 
ure”’ will be presented and problem 
cases discussed. 

The Bartlesville meeting (‘The 
Liver’’) will be held at the Elks Club, 
4:30 p.m., November 14, under the 
local direction of Elvin M, Amen, 
M.D. Enid’s meeting (“‘The Lung’’) 
will begin at 4:30 p.m., November 
28th, at the Oakwood Country Club, 
with Clarence R. Roberts, Jr., M.D., 
in charge. On December 5th, Chick- 
asha’s meeting (‘The Kidney’’) will 
be held at 4:30 p.m. in George’s 
Steak House, B. C. Chatham, M.D., 
in charge. The December 19th meet- 
ing (“The Liver’’) will be held at 
4:30 p.m. in the Officer’s Club, Clin- 
ton-Sherman AFB, Burns Flat with 
R. R. Hannas, M.D., handling local 
arrangements. 

Registration fee for all meetings 
is $7.50, and includes dinner. 0 


Publications Available 


The OSMA Executive Office, Box 
9696, Oklahoma City, has two pub- 
lications in stock for order by phy- 
sician members. 

Reprints of the special May Journ- 
al, ‘Disaster Medical Care’ are 
available in limited numbers. Phy- 
sicians may wish to distribute the 
magazine to key people in their local 
civil defense organization. 

Another publication, the AMA’s 
new booklet, ‘“‘The Cost of Medical 
Care” is ready for distribution on 
order from county medical societies 
or individual members (two per 
member). It’s an interesting statis- 
tical analysis of the health dollar as 
compared to other living costs. 


Cancer Seminar on 


Tap for December 

“What’s New in Cancer?—1961’’ 
will be the theme for the Ninth Med- 
ical and Scientific Session of the 
American Cancer Society, Oklahoma 
Division, to be held in Oklahoma 
City’s Huckins Hotel, December 2, 
1961. 

Following registration, the day-long 
meeting will open scientific presen- 
tations at 9:00 a.m. A general ques- 
tion and answer period will follow 
morning and afternoon lectures. 

Topics to be discussed by four guest 
lecturers will be: ‘Some General 
Features of Cancer in the United 
States’’ and ‘Smoking and Lung 
Cancer’’ by Michael B. Shimkin, 
M.D., Associate Director for Field 
Studies, National Cancer Institute; 
“Duration of Human Cancer Prior 
to Diagnosis” and ‘Diagnosis and 
Treatment of Lymphomas” by Vin- 
cent P. Collins, M.D., Department of 
Radiology, Baylor University College 
of Medicine, Houston; ‘‘Colon Polyps 
in Relation to Carcinoma of the Co- 
lon” and ‘“‘Thyroid Nodules in Re- 
lation to Carcinoma of the Thyroid’’ 
by Jonathan E. Rhoads, M.D., Chair- 
man of the Department of Surgery, 
University of Pennsylvania School of 
Medicine, Philadelphia; and ‘‘Diag- 
nosis and Management of Early Pel- 
vic Malignancies’ and ‘Pelvic Ma- 
lignancies During Pregnancy’ by 
Harry M. Nelson, M.D., Department 
of Obstetrics and Gynecology, Wayne 
State University, Detroit. O 


Beds Influence Rates 

The number of hospital beds is 
“The factor which, probably more 
than any other,” determines the rate 
of hospital utilization in any com- 
munity, state or nation,’’ said Milton 
I. Roemer, M.D., Sloan Institute of 
Hospital Administration, in the No- 
vember 1st issue of Hospitals. 

As the number of beds increase, 
utilization goes up, Doctor Roemer 
said, but observed that this phe- 
nomen does not imply abuse since 
former facilties might have been 
inadequate. His answer? Research 
to determine ‘“‘true need’ for beds 
in a given situation. O 
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Overhead Expense 
Policy Approved 


OSMA’s Council on Insurance has 
authorized its agent, C. L. Frates 
and Company, to market a group in- 
surance plan to protect association 
members against overhead expenses 
while they are disabled and unable 
to practice. Written by the Conti- 
nental Casualty Company, successful 
bidder, the program will be im- 
mediately available upon individual 
request, and a statewide promotion 
of the coverage is scheduled for next 
spring in conjunction with the annual 
servicing of the OSMA’s Accident 
and Health Program. 

Overhead expense protection is a 
comparatively new idea in arrang- 
ing proper insurance protection when 
a disabling illness occurs. A_phy- 
sician’s income is channeled in many 
ways, but much is needed to pay the 
expenses of his practice—such as 
rent, salaries, telephone and utilities. 
These items are covered by overhead 
expense insurance. 

Thus, a physician may purchase 
health and accident insurance to 
cover his loss of income due to dis- 
ability, and may further protect him- 
self by having overhead expense in- 
surance to cover professional ex- 
penses. With overhead expense pro- 
tection, he will not have to relinquish 
an established address, discharge 
valuable employees, or sacrifice tools 
of trade. 

A maximum benefit of $1,000 per 
month is provided for each separated 
period of disability beginning thirty 
days after disability occurs (waiting 
period) and extending to eighteen 
months. The only exclusions in the 
policy are disabilities caused by 
pregnancy, attempted suicide, dis- 
ability as a pilot of a private air- 
craft, war and military service. 
Premiums paid for this type insur- 
ance are tax deductible as a business 
operating expense. 

All practicing members in good 
standing of the Oklahoma State Med- 
ical Association, under the age of 
70 years old, are eligible for the cov- 
erage. C, L. Frates and Company’s 
agents are now ready to supply in- 
formation. 0 
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Grady County Physician Honored 


Rebecca H. Mason, M.D., Chickasha, was twice-honored at a recent meet- 
ing of the Grady County Medical Society when OSMA Trustee, J. B. Miles, 
M.D., Anadarko, (pictured with Doctor Mason in left photograph) presented 
her with a Certificate of Accomplishment.. The other award, an Honorary 
Life Membership in the Oklahoma State Medical Association, was made 
by Harvey D. Elkouri, M.D., Chickasha, President of the Grady county 
society (pictured in the right photograph). 


Your Journal 
Rated Best 


The Journal of the Oklahoma State 
Medical Association was judged the 
nation’s finest state medical publi- 
cation at the 1961 State Medical 
Journal Conference, held October 30, 
31, in Chicago. 


At the meeting sponsored by the 
State Medical Journal Advertising 
Bureau, Oklahoma’s magazine best- 
ed the competition of 34 publications 
for its cover design, typography, con- 
tent, quality of production and over- 
all impression. Judging the journals, 
and on hand to make the award, was 
nationally-known typography expert, 
O. M. Forkert, President of Forkert, 
Blome and Associates, Inc., Chicago. 


Second and third places in the 
judging went to the Nebraska State 
Medical Association Journal and the 
Rocky Mountain Medical Journal, 
respectively. Oklahoma received a 
score of 93% out of the 100 possible 
in Forkert’s rating system. 


The conference, held every two 
years by the SMJAB, a national ad- 
vertising sales agency for the state 
publications, was attended by about 
one hundred editors and staff rep- 
resentatives of the state medical as- 
sociations. In addition to the com- 
petition, the conference program fea- 
tured educational presentations on 
the function, editorials, medical writ- 
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Mercy Hospital 
Heart and Research 
Institute 


has cytologic and autora- 
diographic facilities for dif- 
ferentiation of gastric les- 
ions. This diagnostic serv- 
ice is free of charge to pa- 
tients with demonstrated 
gastric lesions. 


x * 


Call CE 2-9171, Ext. 250, 
for appointment. 


x * 
Mercy Hospital 


501 N.W. Twelfth Street 
Oklahoma City, Oklahoma 











ing and business management of 
medical journals. 

Oklahoma’s Editorial Board is 
comprised of Ben H. Nicholson, 
M.D., Editor, John G. Matt, M.D., 
and C. B. Dawson, M.D. Louise Mar- 
tin and Don Blair are staff represen- 


tatives. The Journal is printed by 

the Transcript Press, Norman, Okla- 

homa. O 
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NeWs 


DEATHS 


MYRON C. ENGLAND, M.D. 
1906-1961 

A native of Salida, Colorado, My- 
ron C. England, M.D., 55-year-old 
Woodward physician, died on Au- 
gust 22, 1961. 

Since his graduation from the Uni- 
versity of Oklahoma School of Medi- 


cine in 1936, Doctor England had. 


spent 25 years in the practice of his 
specialty, EENT, in Woodward. 

He was a Fellow of the American 
Academy of Otolaryngology and 
Rhinology and a Diplomate in the 
American Board of Otorhinology. 

During World War II, Doctor Eng- 
land served four and a half years in 
the South Pacific. He had continued 
active service in the Army Reserve 
and held the rank of Lieutenant 
Colonel. 

Interested in both civic and medi- 
cal affairs, he had been secretary 
for the Northwest Counties Medical 
Society for many years. O 


JACK O. AKINS, M.D. 
1910-1961 

Tulsa urologist, Jack O. Akins, 
M.D., 51, died August 19, 1961. 

Born in Hartshorne, Oklahoma in 
1910, Doctor Akins graduated from 
the University of Arkansas School of 
Medicine in 1939. During World War 
II, he served with the 36th Army Di- 
vision. In 1945, he established his 
practice in Tulsa. 

Doctor Akins was a member of 
the Southwestern Urological Associa- 
tion. O 


JOHN F. GORRELL, M.D. 
1881-1961 

A Life Member of the Oklahoma 
State Medical Association, John F. 
Gorrell, M.D., died in Tulsa, October 
11, 1961. 

Born in Hebron, West Virginia in 
1881, Doctor Gorrell graduated from 
the University of Pennsylvania School 
of Medicine in 1908. After two years 
of practice in Homestead, Pennsy]l- 
vania, he came to Tulsa where he 
specialized in EENT. 

Active in medical and civic affairs, 
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he served as President of the Tulsa 
County Medical Society in 1930. 
After being awarded his Life Mem- 
bership in the state association in 
1957, Doctor Gorrell was again hon- 
ored in 1959 when the association 
awarded him a 50-Year-Pin in recog- 
nition of his service to the profes- 
sion. O 


WARREN T. MAYFIELD, M.D. 
1895-1961 

Warren T. Mayfield, M.D., 66-year- 
old former Oklahoma physician, died 
in Norman, October 22, 1961. 

A native of Norman, Doctor May- 
field graduated from the University 
of Oklahoma School of Medicine in 
1920 and the following year estab- 
lished his practice in Norman. He 
remained there until his retirement 
in 1953 when he moved to Winslow, 
Arkansas. 

A veteran of World War I, he was 
active in civic as well as medical 
affairs. A Past-President of the 
Cleveland County Medical Society, 
he had served .as a Councilor to the 
Oklahoma State Medical Association. 

Recognizing his years of service 
to the medical profession, he was 
awarded an Honorary Life Member- 
ship by the Oklahoma State Medical 
Association in 1954. Oo 


Medical Education .. . 
(Continued from Page 611) 


school curriculum include? 

A—The first and second years (pre- 
clinical) include lecturers and _lab- 
oratory courses in anatomy, bio- 
chemistry, microbiology, pathology, 
pharmacology, physiology and _ pre- 
ventive medicine and public health. 
Introductory courses in various clin- 
ical fields are begun here, also. 

In the third and fourth years (clin- 
ical) the student spends most of his 
time in the teaching hospitals, work- 
ing with patients in the departments 
of medicine, surgery, pediatrics, 
gynecology and obstetrics, psychi- 
atry, anesthesiology, and others. The 
subspecialties are taught also. There 
are approximately 20 departments 
with which the students come in 
contact during the four years of 
study. 0 


MISCELLANEOUS 
ADVERTISEMENTS 
PHYSICIAN doing internal medi- 


cine desires to dispose of practice. 
Office located in prominent medical 
building in town of over 100,000 popu- 
lation in Oklahoma. Contact Key L, 
Oklahoma State Medical Association, 
P.O. Box 9696, Oklahoma City, Okla- 
homa. 

RECENTLY COMPLETED, and 
now leasing, beautiful new Midwest 
City medical building. Only one suite 
left. Contact Key O, The Journal of 
the Oklahoma State Medical Associ- 
ation, P.O. Box 9696, Oklahoma City. 


FOR SALE at bargain prices: lens- 
ometer (A.O.), projector (B & L), a 
opthalmoscopes (A.0.), sterilizer, 
perimeter, spot lamp, cuspidor, treat- 
ment cabinet, treatment table and 
treatment chair. Contact Mrs. J. J. 
McDonald, 4734 Dartmouth, Bartles- 
ville, Oklahoma. 

WANTED PARTNER or associate, 
with chance to eventually retire, for 
general practice in city. $20,000 in- 
come, average daily load 15-20, same 
location for 20 years. General prac- 
titioner, either recent graduate or 
middle age, who could do O.B. and 
minor surgery would do well. All 
records available. Mary Edna Sip- 
pel, M.D., 308 Utica Square Medical 
Center, Tulsa 14, Oklahoma. 

SOUTHERN OKLAHOMA group de- 
sires young general practitioner for 
association, leading to partnership. 
Write Key B, The Journal, P.O. Box 
9696, Oklahoma City, Oklahoma. 

A WONDERFUL location in a beau- 
tiful new building. Space available 
for doctors offices. We will complete 
this to your desired specifications. 
Frank Richards Construction. MU 
5-5597, Oklahoma City. 

BIG SAVINGS ON ‘RETURNED- 
TO-NEW” and surplus equipment. 
Reconditioned, refinished, guaran- 
teed. X-Ray, examining tables, Au- 
toclaves, ultrasonics, diathermies, 
microscopes, OR tables, OR lights, 
and more. Largest stock in the 
Southwest. Used Medical equipment 
WANTED. TEX-RAY Co., 3305 Bry- 
an, Dallas. (Open to the profession 
Wednesdays, Thursdays, 9-5. Other 
hours by arrangement.) 
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